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ABSTRACT 
Australia's population as estimated at 30 June 1997 was 18.5 million of which 
23.3 percent were born overseas. People from non-English speaking countries account 
for 14.2 percent of the Australian population. The 1996 Census shows that 2.6 million 
in Australia speak a language other than English at home. Therefore, no one can deny 
that Australia's society is characterised by cultural and linguistic diversity. In this 
context, migrant health services, and policies and the needs of people from different 
cultural backgrounds in the area of health have been addressed since the early 1980s. 
This thesis draws attention to the concept of 'health' as a fundamental dimension 
embedded in the area of health care and its related policies, services, programs, and 
health instruments. 
This current study questions the idea of universality in the concept of 'health' 
which suggests that a certain meaning and construction of health can be applied to any 
culture and society. For this purpose, a qualitative study was designed to explore the 
concept of health within a group of Iranians in Australia and to examine the 
appropriateness of the aspects and constructs of health identified in the SF-36, a self-
report health status questionnaire developed in the United States, for an Iranian 
population. The methodology used in this research sought to collect qualitative data 
with a sample of 21 Iranians- 10 females, and 11 males. The NUD.IST program was 
used to organise and manage the data for the first time in the Persian language. 
Findings from the research provided evidence of the ways a sample of Iranians 
understood health and its embedded dimensions. The themes that emerged from the 
transcripts as significantly reflecting participants' conceptualisation of health included 
harmony, health as a concept which is both emotional and physical; integrated, 
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spiritual aspect of health; tranquillity, physical and emotional aspects of health; social 
and familial relationships; and absence of disorder. Using these themes, a framework 
consisting of the components of health was developed. The components of the 
framework include holistic, spiritual, dualistic, social, operational, oppositional, and 
comparative and relative dimensions. Findings provide evidence which supports the 
assumption that a group of Iranians have certain views of 'concepts of health'. 
The results from the research provided evidence that some of the items and 
constructs relating to health included in the SF-36 seem to be problematic when 
administered to an Iranian population. The findings of the thesis suggest that a 
qualitative inquiry into Iranians' discourse of health and its dimensions should be 
made with an Iranian group before administering an instrument such as the SF-36. 
Analysis of findings suggests a number of recommendations and modifications when 
the SF-36 is translated from English into Persian and administered to a group of 
Iranians.
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Notes on Transliteration 
 
The transliteration of Persian words used in this thesis is based upon the researcher's 
understanding of common colloquial speech pattern of Iran, and is spelled 
phonetically. Throughout the thesis, the following sounds are used to pronounce the 
Persian words: 
 
Sounds    In Persian word   Pronunciation 
 
A    nArAhat (distressed)   as in "father" 
a    dard (pain)    as in "that" 
u    ruhi (mental, emotional)  as in "absolute" 
-ee    tabi-ee (natural temperament)  as in "agree" 
ow    towhid (unitarianism)   as in "bow" 
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CHAPTER ONE 
INTRODUCTION 
This chapter aims at setting the context of the research. For this purpose, the 
chapter describes the structure of Australian society and the ways Australian 
governments have responded to migrants' health needs. The literature on the health 
status of people from Non-English Speaking Backgrounds (NESB)1 will be reviewed 
and analysed. The chapter argues that little information concerning health status of 
small NESB populations is available and the relevant Australian literature does not 
take into account perceptions of health among lay people of NESB. Furthermore, the 
chapter discusses Australia's health policies relating to people of NESB as it is argued 
that such policies have not reflected the way these populations understand health and 
its related dimensions. 
Setting of the research context 
Australia is a land of Aborigines, colonists, and immigrants who have come to 
and settled in the country over the past two centuries. Migration to Australia resulting 
from war, civil strife, and global and local economic crisis has been central to our 
history. Australian society constitutes diverse communities and groups from European 
and non-European origins. Such diversity can be recognised as a distinguishing 
feature of Australia. 
 
 
 
 
 
 
 
 
                                                          
1 The researcher uses the word 'NESB' only because it has become a formal language to identify a 
certain group of people in Australia. The researcher, however, believes that 'NESB' should be replaced 
with a term connoting positive attribute. 
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At June 1997, Australia's population was estimated at 18.5 million people, of 
whom 23.3% (4.3 million) were born overseas (Australian Bureau of Statistics, 
Migration, 1998). Of the migrant population, those who are from the main English 
speaking communities constitute 9.1% of the Australian population and migrants from 
non-English countries 14.2%. In June 1997, Europe (including the former USSR) with 
2.41 million (13% of Australia's population), and Southeast Asia with 0.52 (2.8% of 
Australia's population) million were the largest overseas-born birthplace groups. 
Immigrants bring with them a variety of health-related beliefs, attitudes and practices, 
some of which do not fit easily into the mainstream culture.  
According to the 1996 Census, although the majority (73%) of people counted 
in Australia were Australian-born, the proportion of Australian-born varied across the 
country (Australian Bureau of Statistics, Cat. No. 2015.0, 1996). Over three-quarters 
(76.4%) of all overseas born people lived in three States (New South Wales, Victoria, 
and Queensland). Of the three States, over half (52.8%) of all overseas born residents 
lived in Sydney and Melbourne (Australian Bureau of Statistics, Cat. No.2015.0, 
1996). 
At the June 1996 Census, 3,339,100 (18.3%) of Australia's population lived in 
Queensland of whom 560,968 (16.8%) were born overseas. The overseas-born 
Queenslanders represented 22.0% of its (overseas-born) total population (Bureau of 
Statistics, 1998). The 1996 Census shows that 213,522 Queenslanders spoke a 
language other than English at home, the most common being Chinese (13.8%), 
Italian (11.9%), and German (7.9%) (Bureau of Statistics, Queensland, 1998, p:39). 
In June 1996, the top four countries of origin of migrants to Queensland were 
the United Kingdom and Ireland, Europe (including the former USSR), New Zealand, 
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and Asia (Bureau of Statistics, Queensland, 1998, p:39). This compares with the top 
source countries for Australia as a whole of the United Kingdom, New Zealand, Italy, 
the former Yugoslavia, and Viet Nam (Australian Bureau of Statistics, 1998). 
Australian society is characterised by its cultural and linguistic diversity. Of 
course, this phenomenon has its own roots in history which is beyond the scope of this 
research. Nevertheless, this chapter will briefly consider the history of immigration to 
Australia. In particular this chapter will explore how governments at different times 
have responded to the health-related issues and problems emerging from migration to 
Australia. The author argues that although migrants have become part of Australia's 
health care consumers, not enough consideration has been given to migrants' 
understanding of health and their health needs. 
Immigration to Australia: An overview 
Over the last two hundred years migrants have arrived and left Australia. It is a 
land of arrivals and departures. Prior to the Second World War migrants coming to 
Australia were mainly of British descent who were eligible to receive assisted passage 
schemes. Following the Second World War, Australian governments encouraged mass 
migration programs and the arrivals of large numbers of voluntary immigrants and 
displaced persons from European and non-European countries (Jupp, 1966). 
During 1947-1965, Australian authorities viewed the immigrants within an 
'assimilation' framework. The Australian officials became interested in having 
migrants as permanent residents not temporary workers. This framework looked at 
new arrivals as potential new Australians who were expected to be absorbed into the 
Australian mainstream culture. 
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The assimilation viewpoint was not without criticism. Some of the social 
problems of absorption into Australian mainstream culture were documented in the 
Henderson poverty surveys of the late 1960s and early 1970s. The Henderson Report 
reveals the social disadvantages experienced by migrants (Henderson, 1975). Most 
often migrants worked under poor conditions with low health and safety standards 
(Bottomley & De Lepervanche, 1990, pp:43-46). As a result of the policies of 
assimilation and its failure, integration policies were introduced between mid 1960s-
1972. Notwithstanding this change in policy, migrants became isolated and 
economically segregated- especially in the events of illness, accident or family 
breakdown (Martin, 1978). Reid and Boyce (1995, p:4) have identified the issues 
affecting such a shift in policy including the concentration of immigrants in lower 
socio-economic levels of society, and in poorly-paid manual jobs, immigrants 
returning home, and pressure being put by ethnic interest groups and health 
professionals. The special health needs and services for immigrants were not fully 
recognised until the mid 1970s, as mentioned by Martin (1983, p:135). 
In the late sixties and the early seventies, there was active research into 
migrant health problems, for example Stoller (1969), Stoller et al. (1973), Krupinski 
et al. (1965) and Krupinski and Stoller (1965). 
In 1961, the Commonwealth Immigration Advisory Council established a 
committee to investigate mental health problems among refugees and migrants. The 
Committee found that immigrant psychiatric hospital admission rates were below 
those of a typical Western community. It showed however that displaced persons had 
a higher rate of admission than other immigrants (Kunz, 1988, p:229). 
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At government level, migrant health had no place on the agenda of any of the 
eighteen Australia Citizenship Conventions held between 1950 and 1970. The 
Commonwealth only questioned the health standards in selecting migrants (Martin, 
1978, p:146). The early 1970s were a turning point in the political history of Australia 
when the first labour Government came into power after 23 years of conservative 
political administration. Migrant health became a more important political issue. This 
is also reflected in the health literature through the 1970s. 
A.L.Grassby, the Minister for Immigration, set up special 'Task Forces' in each 
State under the new labour Government. The central aim of the 'Task Forces' was to 
explore the most serious 'migrant problems'. The Victoria, the New South Wales, and 
the South Australia Task Forces revealed deficiencies and needs to be met in relation 
to health. Deficiencies of mental health services, the training and employment of 
bilingual professionals, the development of appropriate interpreter pool services; as an 
emergency measure, and a 'hot line' between major hospitals and the emergency 
Telephone Interpreter Service, were amongst the issues documented by the Task 
Forces (Martin, 1978, pp:48-49). The Task Forces set up in Queensland and Western 
Australia were silent on health issues. 
As Martin (1978, p:149) has shown there was only one theme in migrant 
health which appeared in all State health reports and it was the comparatively high 
rate of notifiable disease among the non-Australia born. Tuberculous gained the most 
coverage in health documents. 
The Australian health literature during 1970s shows new trends pertaining to 
the major sources of migrant health problems. The structural factors were still less 
recognised than migrants' personal abilities or experience. Most authors and writers 
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found problems among the migrant section of the population rather than Australian 
society or the health care system.  
As Martin nicely puts it: 
"Migrant health has been defined primarily as a problem located within migrants, not 
a problem deriving from health care institution or the practice of doctors and other 
health professionals" (1978, p:170). 
It seemed that non-medical researchers became interested in studying 
psychosocial sources and context of illness, and patterns of help seeking among ethnic 
communities. In practice, the shortage of interpreter facilities and services was the 
central concern for patients of Non-English Speaking Backgrounds (NESB). The 
Hospital Interpreter Program of the New South Wales Health Commission can be 
regarded as a hallmark in developing a plan to meet migrant health needs in 1977. The 
introduction of Medibank was considered as the most important factor which affected 
migrant health care (Martin, 1978, p:178). Migrants on arrival were entitled to access 
to medical services through Medibank's universal health insurance principles. 
The assimilation policy was criticised extensively from sociological 
viewpoints such as Martin's (1965 & 1972) and from an economic perspective such as 
in the Henderson Report. In addition to the failure of the assimilation policy, 
Australian politicians came to the recognition that the 'migrant vote' has a political 
value to which they should give a special consideration (Martin, 1978). Labour under 
E.G. Whitlam formally abolished discrimination on grounds of race, skin colour, or 
nationality in 1973, and in 1975 'the Racial Discrimination Act' was passed. The 
approach of assimilation disappeared from the scene once A.L.Grassby, Minister for 
Immigration in the Whitlam Labour Government in 1973, proposed the term 
"multiculturalism". 
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Multiculturalism 
The development of health services for a culturally diverse society such as 
Australia can be traced back to the 1979-80 period. Prior to this the health needs of 
people from NESB were basically considered as individual problems not health 
system problems (Martin, 1978). The former was the approach towards migrant health 
needs throughout the assimilation and integration policies. 
Since 1978, "multiculturalism" became an official public policy in Australia. It 
can be referred to as the recognition of the existing composition of Australian society 
or as the policy which provides a framework at the governmental level to ensure that 
diversity is valued and considered. Multiculturalism is composed of three dimensions: 
(a) cultural identity which implies that all Australians have the right and opportunity 
to retain their own culture of origin including language and religion, (b) social justice 
which refers to the right of all Australians to equal access to all services and equality 
of opportunity, and (c) efficiency which is concerned with the requirement to 
maintain, further develop and efficiently use the skills and talents of all Australians, 
regardless of background (Kruse, Wright & Lewis, 1993). 
There has been a lot of debate about 'multiculturalism' from a socio-political 
point of view. For example, Jakubowicz (1984, p:43) argued that multiculturalism is 
essentially about sustaining the existing social order and the existing core values, 
however sexist or oppressive they may be. Looking at Australia's migration history, it 
seems that both opponents and supporters of multiculturalism agree that as public 
policy, it has not fully been translated into practice. For instance, Martin (1978, p:198) 
claimed that the Australian medical culture itself is 'mono-cultural'. Mitchell (1988, 
p:209) concluded that the policy of multiculturalism has failed in addressing the 
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relationship between ethnic health consumers and public health services, and in taking 
account of consumers' attitudes, and values into these services. 
In the late 1970s and early 1980s, there were reports commissioned by the 
Australian Federal Government which drew some attention to problems for people 
from NESB in relation to the health care services. 'The Report of the Review of Post-
Arrival Programs and Services for Migrants', known as the Galbally Report was 
released in 1978. As noted by Mitchell (1989, p:205), the Report has six paragraphs 
on health and it came to the conclusion that: "the greatest need is probably for more 
bilingual professionals and interpreters in medical services and hospitals". Another 
report was the 'Survey into the Information Needs of Migrants in Australia' (Australia 
Department of Immigration & Ethnic Affairs, 1980) which found that the most 
frequent important need in the health area was for information on how to access 
medical services when needed. 
The Australian Institute of Multicultural Affairs (AIMA) released 'The 
Evaluation of Post-Arrival Programs and Services' (Davis, 1982) in the early 1980s. 
This Report looked at the health care system and the way it provides services to 
migrants. It was argued that the Australian health care system was unable to respond 
to migrant health needs fully. Although other reports were also published and 
supported the previous observations, there was little information available regarding 
health/welfare services for people of NESB, as mentioned by Mitchell (1989, p:206). 
Even Reports such as the 'Better Health Commission' and the 'Health for All 
Committee', had little to say on health services for people of NESB. 
In the mid 1970s, Indo-Chinese refugees arrived in Australia in relatively poor 
health which made state governments decide to establish refugee medical screening 
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programs. The arrivals of refugees paved the way for a 'qualitative step in ethnic 
health policy' (Garrett & Lin, 1990, p:347). Ethno-specific health services such as 
specialist health interpreters were set up. Expanding such services in some states led 
to the Galbally Report in 1978 at a federal level, followed by an expansion of health 
care interpreter services and a new ethnic health worker program under cost-sharing 
arrangements between the Commonwealth and the states. 
In response to the findings of the Galbally Report, the Fraser Liberal 
Government commenced the funding of a number of new services and programs. Not 
all states and territories responded equally and immediately to the issue raised by the 
Galbally Report. For instance, Queensland has only set out its own ethnic health 
policies since 1995. New South Wales, Victoria and Western Australia have always 
been pioneers in developing initiatives concerning ethnic communities and health 
services and provisions. The notions of pluralism, multiculturalism, social justice 
strategies, access, and equity were the core concepts in developing policies and plans 
for people from NESB. 
In the 1980s, ethnic advisers were employed in some states, health units 
established immigrant health policies, and services were developed on the basis of 
access and equity or social justice strategies. 
Mainstreaming as an ideology and a framework in service provision was 
announced in 1983 in New South Wales. The Commonwealth followed this 
framework in 1986. The assumptions underlying this new perspective were: (a) the 
needs of immigrants for social services are no different from the rest of the 
community, (b) the relative disadvantages in access resulting from the communication 
problems faced by a person from a NESB can be identified, and (c) compensatory 
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measures can be adopted to reduce their disadvantages (Advisory Council on Inter-
governmental Relations-ACIR- cited in Garrett & Lin, 1990, p:353). 
Alongside the debates around 'mainstreaming' versus 'ethnic-specific services' 
Garrett and Lin (1990, p:372) have raised an interesting point, which has also been 
articulated by Reid (1994, pp: 8-9). These authors ask the question "does having equal 
use of all health services constitute equity, or does equity mean achieving equality of 
health outcome?" (Garrett & Lin, 1990, p:372). It seems that a tendency is emerging 
in the literature and official documents (National Health Strategy, Paper No.1, 1992), 
which is trying to move towards understanding and addressing inequalities in health 
and issues impinging on the health needs of disadvantaged people in Australia.  
Using Castle's (1992) analysis of the socio-political context of 
multiculturalism, Reid and Boyce (1995, p:4) recognised three phases within this 
period: (1) migrant rights (1972-75), (2) cultural pluralism (1972-c 1985), and (3) 
access and equity (1985 onwards). In the first phase of migrant rights, ethnic 
communities gained some institutional and political power. Interpreter services were 
established by which people from NESB were able to communicate with health 
professionals in their own language. The introduction of Medibank (and later 
Medicare) in 1975 allowed everybody resident in Australia to have access to health 
care (Sax, 1990:58). 
Cultural pluralism was the notion which denotes that the cultural identity of 
diverse peoples should not be suppressed. It was accepted that migrants might have 
special and legitimate health needs which may be different from the mainstream 
culture. For example, large numbers of Asians and other refugees came to Australia 
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between 1975 to 1985, and the first Ethnic Affairs Commission (EAC) in New South 
Wales was established. 
In this period, migrant health needs were presented generally in inquires such 
as 'the Henderson Report ' (1975), 'the Galbally Report on Migrant Services and 
Programs' (1978), 'the Melbourne Needs Survey' (Henderson, et al. 1970), and 
'Migrant Task Forces' (1973) across the States. 
The period of access and equity, which is still going on, attempts to embed 
access and equity considerations in services development and delivery. It is in this 
period that 'mainstreaming' was proposed and gained preference over ethno-specific 
services. Mainstreaming tried to move services for migrants from marginal to central 
institutions. While accepting 'mainstreaming' as a framework based on commitment to 
multiculturalism, the setting up of the services for the Treatment and Rehabilitation of 
Torture and Trauma Survivors (STARTTS), the development of a National Non-
English Speaking Women's Health Strategy, showed that ethno-specific programs and 
services are still needed (Reid & Boyce, 1995, p:6). 
In this context of growing awareness of the importance of the cultural context 
of health treatment issues, the Office of Multicultural Affairs (OMA) in 1987 was 
established and 'A National Agenda for a Multicultural Australia' was launched. As 
argued by Garrett and Lin (1990), high expectations expressed in the Agenda included 
a review of NESB participation in the Home and Community Care (HACC) program 
for old people, the study of immigrant health status by the Australian Institute of 
Health and greater funding for bridging programs, for professionals with overseas 
qualifications. 
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In 1993, a paper on multicultural health 'Removing cultural and language 
barriers to health' was published which addressed the repeated and known issues 
affecting people from NESB in relation to the health care system and services. The 
Report made recommendations on the development of a National Ethnic Health 
Policy and Plan, as mentioned by Reid and Boyce (1995, p:7). 
The Experience and Impact of Migration 
Experience of migration is an aspect that has an impact on the health and  
well-being of migrants. The process of migration involves different levels and degrees 
of change in the "physical, cultural and linguistic environment and in family, social, 
occupational and economic circumstances" (Minas, 1990, p:253). Migrants’ learned 
skills, financial resources, age at the time of arrival and the kinds of social support 
migrants have and receive, all affect the migratory experience (Minas, 1990). 
Minas (1990, p:262) points out that circumstances in the host society are the 
most immediate and important determinants of mental health and illness. He argues 
that migrants in Australia are socially and economically disadvantaged. Not 
surprisingly, unemployment, poor housing, and non-recognition of overseas 
qualifications can exacerbate mental health problems. The prevailing European 
culture in the host society (Australia) requires an adaptation to new family roles which 
may mean the experience of a loss of status both within the family and the community 
of origin (Iredale, 1992). The literature on migrants and mental health suggests that 
there are associations between migration and social factors such as the host society 
(see Julian, 1998:77-95; Cicconi, 1995:49-50; & Stankovska, 1998:15-18). 
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The level of English fluency is of particular importance and relevance to 
health service planning. This level varies among different country of origin groups. 
As argued by Minas et al. (1996, p:13), English learning is a matrix of many factors, 
"including education prior to immigration and in Australia, degree of contact with 
host community, nature of employment, location of residence, motivation and 
opportunities for acculturation". 
In the 1991 Australian Census, people from NESB were asked to assess their 
English ability. Before looking at the data, it should be considered that despite the fact 
that people of NESB may describe the way they speak English as "well" or "very 
well", in general conversation they may have difficulties in coping with the demands 
of a hospital context, as argued by Minas et al. (1996, p:13) and 'National Health 
Strategy Issues Paper No.6' (1993, p:24). 
People from NESB are more likely to be in lower socioeconomic status groups 
than their English-Speaking counterparts (National Health Strategy, 1993, p:25). 
Given the fact that occupation is one of the key factors determining the 
socioeconomic status of people, low occupational status can also be seen as a threat to 
the well-being of people from NESB. Moss (1993) makes the following points 
concerning NESB unemployment: 
• long-term exclusion from work often means a descent into poverty, 
marginalisation, and exclusion from many facets of civil life 
• proportionately, NESB workers have lost their jobs, or have been denied entry to 
work, in much larger numbers than Australian born 
• a disproportionate number of older NESB workers (>35 years old) have been out 
of work for a number of years 
• the 'normal' operations of the labour market will fail to reintegrate these long-term 
unemployed older workers into the labour market (Moss, 1993). 
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A number of studies and reports suggest that migrants from NESB are one of 
the groups at risk in Australia of experiencing low socioeconomic status (National 
Health Strategy, 1993). For instance, people from former Yugoslavia, Greece, and 
Vietnam tend to suffer greater socioeconomic disadvantage compared with people of 
ESB and the Australian born (National Health Strategy, 1993, p:25). 
According to the National Health Strategy Issues Paper No.6 (1993, p:28), low 
income, poor education, and employment in high-risk manual occupations are the 
factors which cause migrants to experience this disadvantage. Women, the aged, and 
newly arrived migrants are thought to be the most affected groups. This paper (1993, 
p:71) has identified that most Australian States adopt policies which advocate 
mainstreaming rather than ethno-specific services. There are doubts about the 
feasibility of providing ethno-specific services. The Office of Migration Affairs, 
OMA, (1992) evaluated the Access and Equity Strategy. It was also found that 
interpreters are frequently not available or used inappropriately, and cultural barriers 
persist.  
Given the significance of appropriate communication between patients and 
health professionals, the National Health Strategy (1993, p:83) has collected literature 
on the use of interpreter services by people of NESB. As reported, family members, 
children and domestic staff were used as interpreters in clinical settings due to the 
inadequate interpreter services. A number of consequences such as ‘inappropriate 
practices’, and ‘gross misinterpretation’ have already been documented (Gentile, 
1991; Johnson et al., 1999). This finding has also been reported more recently (Minas 
et al., 1994) in psychiatric hospitals and clinics where an appropriate level of 
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communication is necessary between those of NESB experiencing mental health 
problems and their health care providers. 
While the Translating and Interpreting Service (TIS) is available in all States 
and territories, it was the only service available to health services in Tasmania, 
Western Australia, and Queensland until recently (National Health Strategy 1993, 
p:85).  
Following the Galbally Report, health authorities throughout the country 
began employing ethnic and bilingual health workers. The numbers of employed 
workers varies across states. Given the information in the Report published by the 
Health Department of Victoria (1991), access to community health centres for people 
of NESB has improved as a result of Ethnic Health Worker Programs. 
At the time the National Health Strategy (1993, p:107) was published, the data 
available on the response of community health services to the needs of people from 
NESB, was very little. It seemed, however, the community sector were more 
responsive than hospitals. Again, the degree of response was different across states. 
Similarly, GPs play a central role in providing more equitable services for 
people of NESB. For example, services are more accessible if GPs are able to speak in 
the patient's own language, There are studies which show people of NESB prefer to 
see and visit a general practitioner who speaks their own language (Minas et al., 
1993). 
In the past few years a number of initiatives in policy development, 
documentation and implementation of mental health services for people of NESB 
have been seen. For example, the Victorian Transcultural Psychiatry Unit was 
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established to provide direct and secondary consultation services, undertake research 
into specific psychiatric and clinical needs of ethnic groups, and teach transcultural 
issues to students. In Queensland, the Transcultural Mental Health Centre was also 
established in 1996 following the release of 'Mental Health Policy for People of 
NESB'. Five ethnic health workers were employed to provide community education 
and awareness, actively link people, their families and carers with existing community 
and mental health services, and facilitate the development of support networks within 
the community. There has also been a Croatian mental health worker who is assisting 
people of Croatian communities. 
In 1988, Mitchell argued that there were few longitudinal studies and no 
reports or critiques of health policy or services presented from the perspective of 
consumers from NESB, and this remains the same 8 years later. Major studies 
undertaken in Australia are most likely to be concerned with mortality, morbidity, or 
the ethnic aged. Studies, which are designed for examining health states, health 
services and utilisation of health provision among communities of NESB, are few. 
Schofield (1995, p:117) argues that while the evidence shows better life 
expectancy among people of NESB than those of Australian birth, increasing rates of 
illness and disability with the duration of residence hinders the health status of those 
from NESB. It is worth mentioning here that migrants must meet the health 
requirements before arriving to Australia. It has been suggested that the paid 
workplace impacts negatively on workers of NESB, especially women who have 
some of the most hazardous jobs within the labour market (Alcorso, 1993). It appears 
that women from NESB tend to seek help from the health services more than men due 
to their greater reproductive responsibilities and child caring (Schofield, 1995). 
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In Queensland, data on the health status of people from NESB is not available. 
In 1994, the Ethnic Communities Council of Queensland completed a twelve month 
research project to address barriers affecting the accessibility and use of health 
services by residents from NESB in South East Queensland. In this research 
qualitative methods (focus group discussions, in depth interviews, telephone 
interviews, participant observation, and meetings) as well as quantitative methods 
(available records, and client profiles) were used (Khan, 1994, p:15). The lack of 
provision of language services was regarded as the most important barrier affecting 
the access of clients of NESB to public health services (Khan, 1994, p:36). Khan 
came to the conclusion that often NESB clients (1994, p:36): 
• provide the bulk of the requirement for language services in health consultations 
• are not receiving appropriate and adequate nutrition when in care 
• do not understand explanations for their condition 
• are not aware of the most appropriate service to approach first 
• do not know if they have received appropriate treatment. Are unaware or do not 
understand options for treatment 
• are intimidated by large institutions and staff at such institutions 
• are misunderstood by health workers 
• do not understand treatment instructions 
• are isolated from staff and patients when in care  
• are not able to explain their need for interpreters 
• are not able to find services, make appointments or obtain information 
• face difficulties when using public transport system 
• do not know their rights 
• compare the health system in Australia to those in their countries of birth. This 
indicates varying levels of expectations of the health services. 
The overall dimensions of migrant health issues are summarised in the latest 
issue of Australia's Health (1998, pp:45-50). The authors conclude that: 
• in general, immigrants have better health than the Australian-born population. 
However, there are some specific diseases and disease groups, notably some 
cancers, diabetes and infectious diseases, where immigrants from some countries 
have worse health 
• selection seems to be an important part in explaining the lower mortality rates of 
many immigrant groups, but in fact their well-being involves complex interactions 
of social, cultural, environmental, biological and genetic factors 
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• a number of analyses have shown that immigrants to Australia generally have 
lower mortality rates than people born in Australia, but that the differences 
decrease with increasing length of residence in Australia (Young, 1992) 
• overall, the overseas-born population experienced mortality rates significantly 
lower than those for the Australian-born population 
• overseas-born Australians aged 15 years and over had lower death rates than those 
born in Australia for most major causes of death 
• a smaller proportion of Asian migrants reported being overweight, smoking, and 
high alcohol consumption than other birthplace groups. However, Asian migrants 
reported lower rates of walking for exercise, use of sun protection, having a 
regular Pap smear, or breast examination than other respondents  
• hospitalisation rates for the overseas-born were lower relative to those of the 
Australian born for both males and females. Asian born migrants, however, had 
higher hospital admissions for tuberculosis than other populations. 
As suggested (Australia's Health, 1996) data collection based on self-reports 
must be treated with great caution because cultural and social dimensions may affect 
the responses of people from NESB. 
What has been described so far has given an historical background of health-
related policies and responses to the needs of people from NESB who are a significant 
section of health care consumers in Australia. It briefly shows what we know about 
the health status of these people. It also brings attention to the fact that there is much 
we do not know in relation to the health issues of these communities from non-
European origin and little is known about the health status of persons of NESB from 
their own perspective. The health status and health needs of these people, however, 
have become an issue for Australian health authorities and those who are involved in 
delivering, providing, and studying health-related services for persons of NESB. 
These groups themselves are a source of collecting health-related data including their 
perception of well-being and illness. Although self-health reports have been used in 
health surveys such as the 'Australian Health Survey', their application is not without 
criticism. In line with this argument, this research is designed to explore the 
perceptions of health among a sample of Iranians and to examine the concepts 
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included in one of the most recent and commonly used self health status reports called 
'SF-36' (McCallum, 1995) in relation to this population. 
Summary: the research setting 
This chapter has described the research context in terms of Australia's 
immigration history, the composition of Australian society, and the way Australia has 
responded to the health related needs of people from different cultural backgrounds. 
The literature on the health status of ethnic communities in Australia shows that there 
is little research in the area of health among these populations. It was also mentioned 
that there is a big gap in the literature on health within small populations, such as 
Iranians, of people from different cultural backgrounds in Australia. In the 1996 
Census, the Iranian population was estimated at 1095 people in Queensland 
(Australian Bureau of Statistics, C-Lib, 1996). Individuals in this group have come to 
Australia for a number of reasons whether they are economic, political, or personal. 
The next chapter is concerned with the conceptual framework and theoretical 
dimensions upon which this research is designed and developed. 
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CHAPTER TWO 
THEORETICAL ASSUMPTIONS AND FOUNDATIONS 
INTRODUCTION 
In every research study one of the initial tasks that needs to be conducted is a 
mapping of the theoretical background by which the rational and conceptual aspects 
of the study can be justified. This chapter explores avenues to build the conceptual 
framework for the research. Reviewing the relevant literature provides information by 
which the framework can be constructed and gaps in the studies of concepts 
identified. For this purpose, the chapter will present an argument based on the 
literature relating to Australia's social fabric and the need to implement studies of 
health status within ethnic communities, the use of health status measurements, 
qualitative studies of health and illness, and Iranians' accounts of health.  
Australia and the studies of health among people of NESB 
As we have seen in the previous chapter, Australia is a diverse society and 
migrants from NESB are health consumers who have special needs. This recognition 
has resulted in initiatives in Australian health policies. The Galbally Report, released 
in 1978 could be seen as a hallmark recognition of ethnic communities and their 
special health needs and services. In the late 1980s, the Service for the Treatment and 
Rehabilitation of Torture and Trauma Survivors (STRATTS) was established in 
Sydney to address the needs of special groups of migrants and refugees. By and large, 
people of different cultural backgrounds have received attention by health policy 
makers in Australia over the last few years. For example, in the area of mental health, 
the Commonwealth released three major documents relevant to people of NESB 
communities: Mental Health Statements of Rights and Responsibilities (1991), 
National Mental Health Policy (1992) and the National Mental Health Plan (1992). In 
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1995, a Non-English Speaking Background Queensland Mental Health Policy 
Statement was endorsed which addressed strategies to bring about changes in mental 
health services for people of NESB. 
Research into the area of health and immigrants has been scant. As suggested 
by Minas (1991, p:39) little information is known concerning non-European 
communities and their health problems. Minas (1990, p:266) has pointed out that 
there are a number of areas which require special considerations: (1) epidemiological 
data concerning the prevalence of major mental illness, (2) factors associated with 
increased risk for the development of mental disorders, and factors that have a 
protective influence, (3) relevant services for NESB communities in terms of location, 
type, etc, and (4) the cultural influences on the form of illness and treatment response. 
These areas of research seem to be crucial in the planning, implementation, and 
evaluation of health services, given the diversity of existing cultures in Australia. 
The Eisen Wolfenden Report (1988), commissioned by the Commonwealth 
Department of Community Services and Health showed that community based 
research has received little attention (Eisen & Wolfenden, 1988, p:158).  
The provision of accurate data relating to population health needs is of great 
significance because it provides a database for health policy planners, health service 
providers, and health professionals. As reported most health research and surveys in 
Australia have excluded people of NESB because their English was poor. On the 
other hand, it is also suggested that for such research to be meaningful, the reliability 
and validity of research instruments, when used with people from different cultures, 
should be examined. This argument has its own theoretical tracks in the literature as 
we will see later. 
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Burke (1989, p:183) has stated that once a survey is undertaken among ethnic 
groups, the reliability of the data is problematic because respondents may be 
suspicious and fearful of the survey. This author has also raised points regarding 
possible factors contributing to help-seeking, the concept of illness, motivation to use 
medical services, appropriate staffing of such services, preference for therapists, the 
ease of access and the likelihood of participants meeting racism. 
Jones and Korchin (1982, pp:19-20) articulate a number of problems 
confronting the researcher conducting research with ethnic populations. These 
problems are: the influence of race of the investigator on subjects, the effect of 
socially related motivational and situational factors associated with test-taking 
behaviour or dependent variables (such as differences in levels of anxiety generated 
by the experimental situation, familiarity with test materials), as well as the more 
strictly methodological issues of control groups and the validity of commonly used 
measurement instruments for cultural minorities. 
Self-report health status measures such as the SF-36, which includes multi-
dimensional health concepts, have been used increasingly in health research in recent 
years. This trend in using such measures is the result of a number of factors. These 
include: the recognition of consumer viewpoints, the shift from estimating health 
costs to measuring health outcomes, and the need to measure self-report health 
perception in national health surveys (McCallum, 1995). 
In 1983, the General Health Questionnaire (GHQ) was used in the Australian 
National Health Survey. The Australian Bureau of Statistics (ABS) included the     
SF-36 in a half sample of the 1995 National Health Survey because of the limitations 
addressed in the GHQ or other single-item measures. For example, the GHQ does not 
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include all dimensions of physical health and it detects the psychological and mental 
aspects of health. 
Kliewer and Jones (1997) have recently conducted the Longitudinal Survey of 
Immigrants to Australia (LSIA) funded by the Department of Immigration and 
Multicultural Affairs (DIMA). In this study, the 12 question General Health 
Questionnaire (GHQ-12) was used as a health outcome measure. The study aimed at 
the self-reported physical and mental health status of immigrants in Australia and 
their utilisation of health services, by country of birth, non-English-speaking and 
English-speaking background and English language proficiency, and the relationship 
between migration and settlement factors and health status and services utilisation. 
These authors found that the largest health status differentials were primarily by visa 
category and birthplace. Kliewer and Jones (1997, p:ix) have suggested that the 
mentioned differentials may have contributed to cultural differences in experiencing 
and labelling health and ill-health. 
Unlike most self-report health status questionnaires, the SF-36 attempts to 
cover different aspects of health, is very simple and easy to use. For instance, The 
Sickness Impact Profile (SIP) has 138 questions and takes about 30 minutes to be 
administered whereas the SF-36 has 36 items. 
An overview of the SF-36 
The SF-36 is one of several health status questionnaires developed in the 
U.S.A. by the Medical Outcomes Study (MOS). It is a 36 item short form (SF) of a 
longer questionnaire. The MOS was established to provide opportunities for a large-
scale test of the feasibility of self-administered patient questionnaires and generic 
health scales for adults with chronic conditions, including the elderly (Stewart & 
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Ware, 1992, p:5). The MOS measures were based on a framework which includes two 
dimensions: physical and mental. These dimensions were assessed from five 
categories: 1) clinical status, 2) physical functioning and well-being, 3) mental 
functioning and well-being, 4) social/role functioning and well-being and 5) general 
health perceptions. The SF-36 includes eight dimensions, plus a single item which 
gives information on change in health over the past year. These dimensions are: 
Physical functioning        10 items 
The impact of physical health on role performance    4 items 
The impact of emotional health on role performance    3 items 
Bodily pain         2 items 
Social functioning        2 items 
General mental health        5 items 
Vitality         4 items 
General health perceptions       5 items 
 
The core of the MOS studies is claimed to be a set of basic human values in 
the form of health concepts which can be conceptualised universally. This core is 
referred to as generic (Stewart & Ware, 1992:6). SF-36 has been validated on 
different population groups in the United States, the United Kingdom, and in 
Australia (McCallum, 1995). The SF-36 has not been validated with Iranian groups in 
any country.  
The IQOLA Project  
The International Quality of Life Assessment Project (IQOLA) is a four year 
project to translate and adapt the SF-36 in up to 15 countries including Australia. The 
purpose is to validate, norm, and document the new questionnaires as required for 
their use in international studies of health outcomes. Within each country, the SF-36 
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has been adapted using methods of forward (translation of an instrument from the 
original language into the secondary language) and backward translation (back 
translation of an instrument from the secondary language into its original form) (see 
detail in Brislin et al., 1973:37-44), review by representative focus groups, and formal 
evaluation of how well the underlying health concepts have been reproduced 
(Aaronson et al., 1992, p:350). The objective of this process is to translate the SF-36 
in a manner that preserves the conceptual meaning of the original form and is 
culturally relevant within each country. 
The IQOLA Project has used quantitative and qualitative approaches in 
translations of the SF-36 from English into other languages (Ware et al., 1995, p:526). 
Multiple translators evaluate the quality of the preliminary version which is then 
tested in groups within the general population. Ware et al. (1995, p:528) purport that 
the lay public has a key role to correct any bias that may be introduced through 
bilinguals whose understandings of language are different from those of the lay 
public. Having re-evaluated and re-written problem questions and response choices, 
translated versions are back translated into English by another pair of translators 
(Ware et al., 1995). Researchers who have developed and evaluated the original 
questionnaire of the SF-36 then rate and evaluate the backward translations for their 
equivalence to the U.S. version. In addition, original and second language translators 
conduct difficulty and quality ratings. 
In difficulty ratings, translators have found some items problematic for 
translation. For example, the physical functioning scale item describing moderate 
activities, such as moving a table, vacuuming, or bowling, are difficult to translate 
across countries because some of these activities are not commonly practised (Ware et 
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al., 1995, p:528). What has been described are the key features and steps through 
which the qualitative requirements for translation of the U.S. version of SF-36 into 
other language and countries have been met. Furthermore, investigations on the 
IQOLA Project and the studies in countries involved in this project show that mostly 
the stages of forward and backward translations proposed have been followed. 
The Australian version of the SF-36 is being validated at Newcastle University 
as part of the IQOLA project. The validity of the SF-36 in Australia was examined by 
the National Centre for Epidemiology and Population Health Record Linkage Survey 
with a sample of 555 respondents to the National Heart Foundation Risk Factor 
Prevalence Survey in 1989. These respondents were followed up in 1992. Content and 
construct validity of the SF-36 were examined by assessing the suitability of the 
content and wording of items for an Australian audience and by following the 
methods proposed by McHorney et al. in 1993. These methods allow comparable 
hypothesis testing of the proposed physical and mental health components of the    
SF-36 (McCallum, 1995, p:162). According to the Survey, the eight concepts of the 
SF-36 in Australia have produced similar results to those reported in the U.S.A. and 
U.K. The questionnaire has discriminated well between groups with minor and 
without medical conditions. 
McHorney et al. (1993) analysed the cross-sectional data from the MOS to test 
the validity of the SF-36 scales as measures of physical and mental health constructs. 
It is argued that construct validation requires three steps: 1) specifying the domain of 
variables; 2) establishing the internal structure of observed variables; and 3) verifying 
theoretical relationships between scales and external criteria. These authors have 
mentioned that the last two steps for the SF-36, as well as psychometric tests and 
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clinical criteria of physical and mental health status were used (1993, p:248). It was 
found that groups of patients differed in the severity and nature of their chronic 
conditions. These groups were (1) minor (uncomplicated) chronic medical conditions 
only (N=638), (2) serious (complicated) chronic medical conditions only (N=168), 
(3)-psychiatric conditions only (N=163), and (4)-both serious medical and psychiatric 
conditions (N=45). 
McHorney et al. (1994) evaluated data completeness and quality, tested 
scaling assumptions, and estimated internal-consistency reliability for the eight scales 
developed from the MOS SF-36 Health Survey. These authors attempted to address 
the issues affected by group heterogeneity, diversity, and differences in cultural 
backgrounds. These issues are (a) interpreting items, (b) score reliability, and (c) 
measurement precision (McHorney et al., 1994, p:57). To minimise the effects of 
these issues on the SF-36 scales, five criteria were evaluated: data completeness; 
assumptions underlying summated rating scales; scaling success rates as determined 
by tests of item-discriminant validity; internal-consistency reliability; and features of 
score distributions contributing to the precision and usefulness of a scale. 
The above study shows that the data completeness was significantly lower 
among disadvantaged groups and black people (McHorney et al., 1994, p:46). Scaling 
assumptions, item distributions and item means and standard deviations were satisfied 
in both the combined sample and within subgroups. Standards for item-internal 
consistency were also met with few exceptions. Internal-consistency and reliability 
rate for each scale was even higher than it was recommended. The authors concluded 
that although results prove the appropriateness of the SF-36 to a diverse population, a 
supplementary battery of items may be desirable for some populations. 
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In 1994, the Western Sector Public Health Unit in Sydney conducted a 
telephone survey of people not able to be interviewed in English who lived in the 
Blacktown Local Government Area. This 1994 NES (Non-English-Speaking) sub 
study was part of the main Blacktown Health Survey in 1993 when 2,037 of the local 
residents completed interviews. Of the 2,037 people, 226 were selected randomly as 
NES households, aged more than 16 years. The instrument used in the survey was a 
questionnaire comprising socio-demographic questions, the SF-36 and a modified 
version of the PSQ-III. The questionnaire was translated into ten dominant local 
languages and interpreters were used to include NES people from other backgrounds 
(Cardona et al., 1995, p:IV). The objectives of the survey were to: 
• develop a telephone survey method to measure health status among NES people in 
the large community 
• pilot test translations into ten languages of the 36-item Short-Form Health Survey 
(SF-36) and a modified version of the Patient Satisfaction Questionnaire- Form III 
(PSQ-III) in a sample of NES Blacktown residents 
• determine the feasibility and cost of conducting on-the-spot translations from an 
English language questionnaire, for people speaking languages for which 
translations were not made 
• measure health service use and satisfaction with health care among NES people in 
Blacktown 
• complete the picture of the Blacktown Health Survey after including data from 
NES respondents 
• examine any differences in health status, health service use and satisfaction with 
services between NES people, other people from non-English speaking 
backgrounds who could answer the survey in English (NESB) and people from 
English-Speaking-Backgrounds(ESB) 
• make recommendations for future surveys of NES people (Cardona et al., 1995, 
p:1). 
Cardona et al. (1995, p:3) explained that the SF-36 and the demographic 
questions were translated and modified using backward and forward techniques by the 
selected consulting groups. Only adults aged 17 years and over were selected for the 
NES survey because of limited resources and because of uncertainty about the validity 
of the instruments administered in the survey. The interviewers were experienced 
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health care interpreters certified at Level Two or Three by the National Accreditation 
Authority for Translators and Interpreters (NAATI). 
Cardona et al. (1995) suggest that the results support the construct validity of 
the SF-36 by applying different methods. Firstly, they show that lower health scores 
were associated with the use of the health services (Cardona et al., 1995, p:100). 
Secondly, the SF-36 scores of those groups at risk such as women and people not 
engaged in paid employment indicated that they had poorer self-reported health status. 
Thirdly, the Principal Component Analysis technique (a method which explores data 
and analyses all variation in variables) verified that the SF-36 is able to measure 
Physical and Mental Health constructs (Cardona et al., 1995, p:100). It was reported 
that, overall, the SF-36 has a high internal consistency (Cronbach's Alpha =or >0.7) in 
each of its eight scales for all adults (Cardona et al., 1995, p:101). 
As part of the IQOLA project, the SF-36 was also translated into German and 
studied in terms of its reliability, validity, and responsiveness (Bullinger, 1995, 
p:1360). Psychometric testing and analysis of the German version of the SF-36 was 
based on data from four studies with healthy and ill German populations. The research 
methods involved a Multitrait Analysis Program (MAP-R) which allowed item level 
descriptive statistics, information about completeness of data, a test of scaling 
assumptions, and more important, it tested the confirmatory analysis of the 
hypothesised item grouping associated with each scale. The Nottingham Health 
Profile (NHP) was also administered to test the convergent validity. The discriminant 
validity was examined to see how the SF-36 is able to distinguish subgroups of 
respondents differing in health conditions. Using pre to post treatment change in the 
patient's samples, responsiveness was also studied. As stated by Bullinger (1995, 
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p:1365) the results from the IQOLA project in translating and testing the 
psychometric properties of the German version of the SF-36 are satisfactory in that 
the translation process included the technical phases formalised by the IQOLA group. 
In Sweden, the translation of the SF-36 and its evaluation of data quality, 
scaling assumptions, reliability, validity across general populations were studied using 
methods adopted by the IQOLA Project (Sullivan et al., 1995, p:1349). Selective 
communities were from urban-suburban, middle-size and small town and rural areas, 
including the aged and young people from all socioeconomic classes. The main 
purpose of the research was to examine the quality of the Swedish SF-36, using 
standards and results from the original evaluations. It was hypothesised that in 
Sweden, data for completeness, scaling assumptions, reliability, and construct validity 
would be same as those reached in the U.S. (Sullivan, 1995, p:1352). It was also 
expected that scores for elderly, less educated, and those with lower socio-economic 
status are low as observed in the U.S. It was concluded that there is satisfactory 
empirical evidence showing the feasibility, reliability, and validity of the SF-36 in a 
non-English-speaking European country (Sullivan et al., 1995, p:1357). 
The SF-36 has also been translated into French and used in a population of 
young adults in Geneva, Switzerland. The purpose of this study was (1) to provide 
estimates of reliability and validity for the SF-36 in a healthy population, and (2) to 
show the results of this French version of the SF-36 to be compared later with the one 
developed and released by the IQOLA project (Perneger et al., 1995:1052). Three 
phases were involved in the process of translation. The authors suggest that the results 
of the French version of the SF-36 are similar to the previous studies conducted in the 
U.S.A. (Perneger et al., 1995, p:1058). 
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As mentioned in the literature (Cronbach, 1951; Nunnally, 1978; & Goldberg, 
1972) it is obvious that a questionnaire or measurement instrument must be 
revalidated when transporting it from one culture to another. The literature on the SF-
36 also indicates that most authors (Brazier et al., 1992; Garratt et al., 1993; Jenkinson 
et al., 1993; McHorney et al., 1993; Bousquet et al., 1994; McHorney et al., 1994; 
Ziebland, 1995; Ruta et al., 1994; & McCallum, 1995; Lewin et al., 1998; Bjorner et 
al., 1998; Razavi, D., & Gandek, B., 1998; Perkins, J.J., & Sanson-Fisher, R.W., 
1998; Sanson-Fisher, R.W., & Perkins, J.J., 1998; Gandek, B., & Ware, J.E., 1998; 
Keller et al., 1998; Wagner et al., 1998; Bullinger et al., 1998), either overseas or 
within Australia, have used both psychometric methods and clinical criteria to test the 
validity and reliability of the SF-36 in the general population or in patient samples2. 
In the IQOLA Project, two native speakers of the language, not familiar with 
the SF-36, conducted at least two forward translations. The translators and principal 
investigator for the country (an experienced IQOLA researcher) met to develop one 
common forward translation. That translation was then given to two other native 
speakers, who were asked independently to rate the translation for clarity, common 
language usage, and conceptual equivalence with the original form; and to give an 
overall acceptable/not acceptable rating to each item and response choice. This 
information was used to revise the translation. 
Two independent translators, who were native speakers of English, then 
backward translated the forward translation. The translations were rated for 
conceptual equivalence with the US form by experienced researchers. Finally, the 
translation was pilot tested on 25-50 people, who were asked to complete the form 
                                                          
2 Using quantitative methodology, the SF-36, as part of the IQOLA project, has been translated into 
different non-English languages and these references are only a few examples. 
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and then asked if they found any questions confusing, difficult to understand, or 
upsetting, and if they had any other comments. The translation was then ready to use 
in validation studies, which provided data, which in some cases led to, changes in the 
translations. While this was the basic process, there were differences in how this was 
done in each country. Some countries had up to seven forward translators. Some 
countries had focus groups and at least one country went through the questionnaire 
item by item and asked how respondents interpreted each item. 
It seems that the process of translation of the SF-36 under the IQOLA project 
has not taken into account the qualitative dimensions fully and the studies conducted 
on applicability of the SF-36 across different countries have not given sufficient 
consideration to the cross-cultural issues. Quantitative methods have been central to 
most studies on the SF-36 undertaken overseas or within Australia (see Bullinger et 
al., 1998). The IQOLA group has put more emphasis on the technicality of the 
translation of the SF-36 than the exploration of the concepts identified in the 
instrument. Qualitative techniques used to date, which have tried to preserve original 
meanings of SF-36 items when translated into languages other than English, might not 
tap into culturally determined health related concepts and expressions. Although using 
ethnic health workers or interpreters may be a good idea in translating SF-36 items 
into Non-European languages, it is not known yet to what extent individuals or groups 
within a given group of NESB such as Iranians would translate, interpret or infer the 
items of SF-36 differently. Iranians may have different understandings of health and 
its dimensions built into the SF-36, such as 'pain' or 'full of life'. This study attempted 
to inquire into such questions.  
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While acknowledging the methods used, it seems that we need a better and 
deeper understanding of the SF-36 concepts, and phrases for patients or populations 
from NESB. Such an understanding goes beyond the simple method of finding 
equivalence in translating a measurement tool from one language into another. The 
task of applying a measurement tool in different cultural and social contexts should be 
concerned with validating the quality of words, expressions and of concepts used in 
the measurement. The SF-36 has not been validated in Persian and has not been used 
in an Iranian population yet. It is of great significance to explore how Iranians make 
sense of the concept of 'health' and 'pain' in their own culture and language. This 
implies that appropriateness of the SF-36 and its concepts should be studied in a 
qualitative way. 
HEALTH AND ILLNESS: A QUALITATIVE APPROACH 
The qualitative aspects of health and illness have been studied and discussed 
in the literature extensively. The literature on medical sociology has witnessed an 
ongoing development of approaches to the concepts of health and illness over the last 
three decades. Particularly in the 1970s, most attention targeted Parson's ideas such as 
medical practice as a form of social control in which doctors authorise people 
(patients) to return to their social roles when defined as healthy (Cheek et al., 1996: 
38). As mentioned by Pierret (1993, p:7), new models have emerged in more recent 
research where the individual's relation to medicine and health care professionals and 
the totality of people's activities and relations with other actors concerned with health 
care have been the central issues. 
The literature on health shows that to some people, health is a pluralistic 
concept where there are 'healths' not just one health. In the 1970s and 80s, medical 
sociologists began to study patients' subjective feelings, and the patients' point of 
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view. Themes such as health beliefs, subjective health indicators, and social 
determinants of health emerged in the medical sociological literature (Pierret, 1993, 
pp:9-10). 
Others investigated the concept of health and illness from the individual's 
viewpoint. Herzlich (1973) studied 'social presentations' of health and illness among 
French middle-class groups. Herzlich (1973, pp:55-60) found that for those under 
study there were three concepts of the health: 1) health-in-vacuum, 2) reserve of 
health and 3) equilibrium. Health-in-vacuum refers to health as the absence of illness. 
Health here is something which people are not aware of unless they experience an 
illness. The second type, reserve of health, means the individual having certain 
qualities such as being resistant to attacks, fatigue and illness. The third type of health, 
equilibrium, is an immediate personal experience. It is a real experience of health, 
good health in its highest sense. Equilibrium is not a clear-cut concept; rather it has its 
own components and particular meanings. These components are: physical well-
being, plenty of physical resources; absence of fatigue; psychological well-being and 
evenness of temper; freedom of movement and effectiveness in action; and good 
relations with other people (Herzlich, 1973, p:60). It should be mentioned here that 
equilibrium is a concept of health that may include illness. It is seen as 
complementary to the other two concepts of health (Herzlich, 1973). It seems health, 
defined as equilibrium, is concerned mainly with the psychosocial aspects of people's 
lives and the mode of relation of people to their environment. 
The way people consider themselves as healthy or sick may be interpreted 
through the three concepts of the health discussed. From this point of view, it would 
be possible for someone to be suffering from a physical disease but consider herself or 
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himself healthy as a result of good relations with other people. Symptoms may have 
medical meanings for health professionals but individuals perceive the symptoms 
differently because of their cultures and values. As suggested by Canguilheim (cited 
in Herzlich, 1973, p:86) "being ill" can be defined only as an individual norm for a 
given individual. 
The literature on health shows that there is no agreement about the term 
health. It seems the meanings of health have evolved in history. It is suggested that 
health is rooted from an Anglo-Saxon word meaning 'whole' (Hanna, 1989). Of the 
numerous definitions of health, 'absence of disease', 'biological function and statistical 
normalcy' (Boorse, 1977), 'person's ability to cope with continuing change' (Cardus & 
Thall, 1991), 'the ability to perform the functions of personal and social life' 
(Baranowski, 1981), and 'a state of complete physical, mental, and social well-being', 
the World Health Organization (WHO) definition, are a few examples. 
Larson (1996) outlined the arguments for and against the definition of health 
proposed by the WHO. Part of the criticism is associated with the word "complete" 
which takes an idealistic approach where a healthy person is someone who 
experiences complete physical, mental, and social well-being. The social well-being 
of the WHO definition of health has been criticised by social scientists because of the 
problem in conceptualising social well-being. In the late 1970s, the RAND Health 
Insurance Experiment in the United States combined social well-being with mental 
well-being to form a dimension called psychosocial well-being because their data did 
not support the existence of social well-being as an independent dimension of health 
(Larson, 1996, p:190). It is worth mentioning that the RAND Health Insurance 
Experiment has conducted the studies which have provided input into the 
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development of the SF-36. The difficulty in operationalising of the WHO definition 
was also articulated by Larson (1996). Importantly, the problem in delineating and 
weighting the various dimensions of health in the WHO definition is problematic 
because health might have more than three dimensions in some cultures. 
The WHO definition of health could be challenged by the supporters of the 
spiritual dimension of health such as Moore (1993) or Idler (1995) who suggest that 
people who have higher levels of religious beliefs, show lower levels of functional 
disability. The spiritual dimension of heath seems to be excluded in the construction 
of the SF-36. 
Morse (1987) found that her participants, 93 older persons attending a clinic in 
Edmonton in Canada, defined health in three ways: (a) holistic, (b) physical, and (c) 
mental. Mansour (1994) has reported a study of 200 residents of Saskatoon who 
responded to a survey incorporating a scale of 16 common definitions of health in the 
literature. He found that the participants agreed mostly with the first definition,           
"Health is being able to do things by yourself" (Mansour, 1994). The functional, 
adaptive, and self-actualisation aspects of health have also been documented by 
Stuifberg et al. (1990) in the United States. 
Mordacci and Sobel (1998, pp:36-37) argue that modern medicine needs to 
recognise "our relation to illness as something other than the technological fight 
against it, and our relations to health as something other than the attempt to produce 
perfect human beings". 
The concept of health has also been studied in relation to the structural, 
economic or cultural contexts. Blaxter and Paterson (1982) explored the meanings of 
health, illness, and disease in Scotland from the responses of both older and younger 
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generations. They pointed out that there is a distinction between health as a state of 
being in good structural and anatomical condition and health seen as a state being able 
to carry out one's normal roles. To these authors, one could be unhealthy in the first 
stance and at the same time healthy in the second. The normal greeting 'How are you' 
is answered in terms of the second definition of health. Blaxter and Paterson (1982, 
p:28) found that the concept of good health was defined as 'being able to work', 'being 
healthy enough for all practical purposes', 'not being admitted to hospital', and 'having 
no big operations'. The ability to go to work had greatest symbolic importance and 
there was little evidence of health as a positive concept, as sense of well-being or 
physical fitness. 
Williams (1983) carried out research in Aberdeen where elderly people 
identified states of health. The author found three dimensions of health: health as the 
absence of disease; health as a dimension of strength, weakness, and exhaustion; and 
health as functional fitness. Health as strength implies that someone could be seen as 
healthy even though serious disease is present. To Williams, this usage of the word 
health is encapsulated by the phrase 'reserve for health' (1983, p:190). 
D'Houtaud and Field (1984) designed a study to determine how a French 
population defines the meaning of health. The study sample consisted of 4,000 
respondents from Lorraine, in the north-eastern of France. The responses to an open-
ended question on what health meant to them were linked to the socio-economic 
status of the respondents. The meanings of health included ‘not to be sick’, ‘to be at 
the top one’s form’, ‘good physical equilibrium’, ‘good mental equilibrium’, and ‘joy 
of living’. 
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Crawford (1984) conceptualised the concept of health in the forms of health as 
self-control, and health as release. While the former is concerned with self-discipline, 
self-denial, and will power, the latter is associated with well-being, contentment, and 
enjoyment. Crawford attempted to interpret his findings in the American social and 
economic context. To this author, contemporary Americans are the objects and 
subjects of two opposing approaches to the achievement of well-being. The 
opposition is structural. 
Backett's (1992) study in Edinburgh aimed to understand the ways in which 
lay health beliefs were constructed and enacted in domestically based groups. This 
study showed that health is associated with moral evaluations, and that 'health' and 
'unhealthy' behaviours are related to notions of 'good and bad'. 
The social constructionivist approach to health where more emphasis is placed 
on exploring ordinary people's interpretation of health and illness as social constructs 
became one of the central themes in the literature on health in the last two decades. As 
stated by Calnan (1985, p:90), the social constructionivist approach to health and 
illness 'examines lay interpretive processes within the contexts of lay knowledge and 
beliefs'. 
Pierret (1993, p:15) has explored four dimensions of health. These include (1) 
health-illness, where interviewees recognised health as not being sick; (2) health-tool, 
health was defined as 'what's most important'. Having this kind of health enables 
people to work; (3) health-product, health was dependent on a set of factors over 
which the individual had a large degree of control; and (4) health-situation, health is 
referred to a health policy. 
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Health has also been the subject of philosophical explorations by some 
authors. For example, Doroszewski (1997) has attempted to conceptualise the term 
health by analysing the components of an abstract notion of health. The author argues 
that there is a distinction between normal (positive) and abnormal (negative) external 
and internal health properties based on systematic, statistic, and subjective criteria. 
Van Hoof (1997) has also explored the concept of health as a state of 
subjectivity rather than as an observable condition of the body. The author has 
attempted to analyse health in terms of four modes of subjectivity, that is the material 
(the processes of the organism which are necessary for biological life), the pragmatic 
(the sphere of life that includes deliberating about and purposively doing things that a 
person does), the conative (the mode which can be located between the purely bodily 
and the mental), and the integrative (the strive for meaning in life). Van Hoof (1997, 
pp:35-36) argues that "health contributes to our well-being not just through being the 
material wherewithal for our physical functioning and social effectiveness and not just 
through being the inchoate basis of our enjoyment of living, it also does so through 
being one of the forms given to our search for meaning and integrity in our lives. It 
extends to the spiritual well-being that comes from feeling good about ourselves in 
moral and existential terms". 
Apart from the social constructionivist approach to health mentioned in the 
medical sociology literature, the notion of examining meanings of health and illness (a 
meaning-centred approach to medical phenomena) which appears in the medical 
anthropology literature has played a central role in shaping and developing the 
theoretical foundations of this research. In fact, the basic elements of this research are 
founded on lay health beliefs and studies on meanings of health and illness within 
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their social and cultural contexts. Arthur Kleinman's and Byron Good's works have 
produced a focus for the present research. 
Arthur Kleinman (1981, pp:161-2), an eminent medical anthropologist, has 
explored a meaning-centred approach to medical events which 'was concerned with 
describing, comparing, and determining the biopsychosocial consequences of the 
webs of cultural and personal beliefs and values within which sickness was 
recognised as a human experience'. 
The works of Kleinman (1980; 1986 & 1987) clearly explain and discuss the 
interaction between culture and the specific episodes of sickness. In the 1970s, it was 
Arthur Kleinman who developed his own framework and coined the term 
'Explanatory Models' (EMs) for the first time. It is noteworthy, however, that the EMs 
and their elements have been used for clinical purposes and specific illnesses and this 
current research has borrowed the ideas included in Kleinman's EMs as a 
methodological tool. The central idea embedded in the EMs is to explore people's 
conceptualisation of their own illness and this idea was employed in this thesis.  
Since the conceptual foundation of this research is based partly on the 
framework proposed by Arthur Kleinman, the notion of medical anthropology, and 
the nature and structure of his framework will be discussed. It could be argued that the 
problem with many instruments is the lack of concern about socio-cultural 
frameworks and the over emphasis on the epidemiological. 
Medical anthropology is concerned with the way people in different cultures 
explain the causes of ill-health, the type of treatment they believe in, the pattern of 
help-seeking, and the interactions between people's beliefs and biological and 
psychological changes in the human organism, in both health and disease (Helman, 
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1990, p:1). Medical anthropology as an approach recognises the 'human being' as an 
entity which can be affected by its surrounding context of which culture is a vital part. 
The distinction between 'disease' and 'illness' proposed by Leon Eisenberg and Arthur 
Kleinman (1980) illuminates how to study culture in medical settings. While disease 
indicates a malfunctioning in, or maladaptation of, biological and/or psychological 
process, illness refers to the sickness as perceived by the patient, his/her family, or 
people around him/her. 
The health care system and Explanatory Models (EMs): A medical anthropological 
perspective 
Arthur Kleinman (1986, p:30) proposed a model based on medical 
anthropology to understand health, illness, and healing in society as a cultural system, 
and to compare such systems cross-culturally. Health care activities are not separated, 
rather they are interrelated and one must study them in a holistic framework. To 
Katon and Kleinman (1980, p:24) health activities are "socially organised responses to 
disease which constitute a special cultural system: the health care system". This model 
helps us to understand how people in a particular society and context think about 
health care, how they respond to a disease, and how they seek help. Here 'culture' is a 
pivotal element which governs people's health beliefs and shapes the individual's 
behavioural patterns. The health care system as a cultural system is in turn affected by 
societal, local, interpersonal, political, economic factors and the types of healing 
available in the society. 
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Figure 2.1: Health care system: internal structure (extracted from Kleinman, 1986, 
p:33) 
In short, Kleinman's framework suggests that the health care system in every 
culture has components and the relationship of such a system to its context should be 
studied. According to the figure, the largest part of the structure of the health care 
system is the lay sector and the way lay people define health and illness is as 
important as that of health professionals’ definitions. 
Furthermore, in studying the cognitive and communicative aspects of health 
care, Arthur Kleinman came to the recognition of Explanatory Models (EMs) in each 
sector from practitioners, patients, and family members for particular sickness 
episodes (Kleinman, 1986, p:36). EMs tell us about an episode of sickness and its 
treatment as used by each of those who are involved in the clinical process. EMs may 
also address five issues: (1) aetiology, (2) onset of symptoms, (3) pathophysiology, 
(4) course of sickness, and (5) treatment. EMs help us to understand and analyse the 
problems in clinical communication which reflect discrepancies between peoples' 
conception of clinical reality in the health care arenas discussed earlier. In Kleinman's 
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framework there are cognitive aspects of health (EMs) and semantic networks which 
constitute the symbolic pathways that link culture and physiological functioning. EMs 
provide an interpretive framework to explore patients' understanding of their health 
conditions.  
In 1977, Byron Good carried out a study in Iran where he made a semantic 
network analysis of illness. He elicited health and illness beliefs in general, and 
described heart distress among a Turkish speaking people in northwest Iran. He 
argued that understanding a broad range of cultural meanings with which the heart is 
identified and signified is necessary to understand what women experience when they 
complain about heart symptoms. 
Symbolic meanings relating health care systems and their components will not 
be understood unless symbolic meanings employed by the individuals are fully 
recognised. Each sector of the health care system has its own words and expressions 
and thus people have to translate from one way of expressions to another once they 
move between these sectors. This is a central point in interactions between 
practitioners and clients in that there are different interpretations of clinical reality 
owing to a variety of systems of meanings and norms. These systems of meaning are 
manifested and expressed through locally and culturally constructed language and 
communicative aspects of interaction which people use. 
The study of the interaction between EMs held by all those involved in the 
clinical process offers a more thorough analysis of problems in clinical 
communication. EMs differ in the level of abstraction, logical articulation, metaphor, 
and idiom. The EMs patients' employ include idioms, metaphors, and logics which 
may be quite different from those of health professionals. It is also fair to say that 
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ethnicity, social class and education influence and determine the use of different 
metaphors and idioms (Kleinman, 1986, p:107). 
There are times when the different discourses in medicine need to be 
translated and interpreted if clinical realities between practitioners and patients are to 
be understood and clarified fully. After doing this an effective communication can 
flow between those engaged in the process of treatment. Since language is the means 
by which a physician accesses a patient's beliefs about health and illness, and in 
particular his/her own EMs, it is very plain that people of NESB are doubly 
disadvantaged in sharing their views about health related meanings with health 
professionals. Parsons (1990, pp:130-133) has criticised the Explanatory Models 
(EMs) elaborated by Kleinman (1978) on the ground that EMs assume that both 
health professionals and patients are fluent in English which is not the case 
necessarily when the client is from a non-English speaking background. 
The concept of EMs proposed by Kleinman as a framework, technique, 
method and methodology provides a pathway through which the existing elements 
and factors can be analysed dynamically and systematically when a sick person 
encounters the practitioner, healer or GP. The beauty of the concept of EMs is that it 
is intended to answer the questions 'what' and 'how'; it explores what factors are 
involved and how these factors are interacting with each other and in particular it 
illuminates how the different EMs of the individuals engaged in the process of 
communication are expressed, interpreted and modified. 
Viewed from the EMs framework, the rationale for this thesis becomes 
clearer.Manifestations of illness may differ cross-culturally. The interpretation of 
sickness as signs or symptoms may depend on a number of variables such as cultural 
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heritage, or language usage (Gilson et al., 1980, p:139). For instance, mental 
functioning may have different meanings and interpretations for people from non-
Western countries which could lead to a variety of results and consequences. 
Fernando (1991) argues that 'mental health' is a label which covers different 
perspectives and concerns, such as the absence of incapacitating symptoms, 
integration of psychological functioning, effective conduct of personal and social life, 
and feelings of ethical and spiritual well-being (1991, p:77). Social and cultural 
factors, however, determine both the perception and level of concern in the each of 
these qualities. 
The language barrier which may exist between health professionals and 
patients of NESB has always hindered an appropriate communication between the 
two. For a long time it has been suggested that using interpreters solves this problem. 
As mentioned by D'Cruz and Tham (1993) even when some form of communication 
is established between the patient and the health practitioner, a successful course of 
treatment may not be fully reached. It seems to be true that what is happening in the 
process of interactions between doctors and patients goes beyond understanding 
words and language. As stressed by Minas (1992), an effective communication 
between doctors and patients will occur provided doctors consider not only the 
language but also the cultural perceptions of their clients. 
As reasoned by Chung and Singer (1995, p:639), similar bodily complaints 
across different cultures seem to be expressed in different patterns and causes. 
Therefore, similar behaviours may not have the same conceptual and functional 
equivalence. In other words, similar symptoms may have culturally specific meaning 
and symbolic value which are not interchangeable across cultures. The study 
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undertaken by Tung (1994, p:483) with Chinese people clearly shows how a given 
culture may have a certain mechanism to express and convey meanings. For instance, 
participants in this study mentioned three theme categories in relation to the 'heart: 
ethics, affect, and heart as the 'ruler' in decision making. Tung has suggested that 'an 
indirect route through symbolic meaning is preferable in cross-cultural understanding'. 
Concepts of health and illness are culture laden. It is argued that we need to recognise 
that each culture has its own norms for health, for the ideal state of mind and for the 
functioning of individuals in society (Fernando, 1991, p:75). 
The hot-cold distinction which is prevalent among some cultures (Richman, 
1987) could be a manifestation of the notion that health and illness are matters of 
cultural notation. Cross-cultural elements are important in the definition and 
perception of health and illness. For instance, the concept of 'self' differs widely from 
culture to culture. Parsons (1990, p:122) shows for the Buddhist, Shinto, or Hindu, the 
self is considered the uncultured, uncultivated aspect of human experience, and 
detachment from worldliness (the material and the emotional) is imperative. Such 
expressions might be labelled as symptoms in the medical model. Helman (1990, p:2) 
sees the concept of culture as: 
"A set of guidelines (both explicit and implicit) which individuals inherit as 
members of a particular society, and which tells them how to view the world, how 
to experience it emotionally, and how to behave in it in relation to other people, to 
supernatural forces or gods, and to the natural environment. It also provides them 
with a way of transmitting these guidelines to the next generation-by the use of 
symbols, language, art, and ritual" (Helman, 1990, pp:2-3). 
Given this definition, one can not imagine and understand how people in a 
given society react to illness, death, or other health related concepts without 
understanding their own cultural responses. People perceive and interpret their world 
through their culture. For example, there is an assumption (Helman, 1990, pp:158-9) 
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that 'pain' is culture-free because it is a biological reaction to a painful stimulus. To 
use Morris's (1991) words, pain is never the sole creation of human anatomy or 
physiology, rather it emerges at intersection of body, mind, and culture. 
From a medical anthropological approach, pain has also a cultural meaning 
which may affect the type of response to the pain. To anthropologists an involuntary 
reaction to pain is different from a voluntary reaction. Whereas the former refers to 
instinctual reaction such as pulling away from the sharp object, the latter relates to the 
actions taken by persons themselves or others to remove the source of pain (Helman, 
1990, pp:158-9). In a voluntary reaction to pain, sociocultural factors shape or 
influence the reaction. 
Minas (1993, p:5) points out why it is so important to study pain in a 
multicultural society such as Australia. An illness episode begins with the perception 
that something is wrong. The sufferer uses her or his own theories, beliefs, and 
meanings to interpret and communicate his or her distress. In regard to the 
development of measures of pain experience and behaviour, language is seen as basic 
in that people talk differently about pain. This statement is also echoed by Zola (1980) 
in a broader sense, when he argues that although there has long been recognition of 
the subjectivity and variability of a patient's reporting of his symptoms, there has been 
little attention to the fact that this reporting may be influenced by systematic social 
factors like ethnicity. 
Kleinman's EMs have been used in different ways. Clinicians, ethnographers, 
and researchers have applied the concept of explanatory models in their studies. For 
instance, doubts about self report questionnaires such as the Self Report Questionnaire 
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(SRQ-20) have also been expressed regarding its concept validity and applicability in 
different linguistic and cultural settings (Yellowe, 1995, p:113). 
Yellowe (1995) argues that SRQ-20 has not taken into account some of the 
peculiarities of presentation of neurosis in other cultures and tried to develop a 
culture-specific screening scale from the SRQ-20 in the Nigerian area. The EMs 
framework has been used in Bangalore, India, to study the experience and meanings 
of depression, anxiety, and somatoform disorders to clarify the relationship between 
illness experience and professional diagnostic concepts (Mitchell et al., 1995). 
Kleinman's concept of EMs was used as a framework which gives special 
consideration to the illness meanings from the point of view of those who are 
involved in the course of treatment. 
As discussed in this section, Kleinman's EMs were selected as a key 
theoretical framework whose elements have played a central role in building the main 
argument of this research. It should be mentioned here that the concept of EMs was 
developed in relation to specific episodes of sickness and it has been employed mainly 
in clinical settings. The current research study which is concerned with 
conceptualising different accounts of health, has applied the concept of EMs as a 
heuristic method. The sound dynamic, analytic and holistic approach of this 
framework are among the reasons why this model was chosen. The interactions 
between those who are involved in the process of communication are dynamic in that 
concepts and meanings of words are realised through an ongoing dialogue. The EMs 
framework enables researchers to explore analytically the substantive meanings of 
words and symbols used in the communication. The framework is also holistic 
because it encompasses the different sectors and arenas of health care. Kleinman's 
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EMs allow one to explore expressions and symbolic meanings of health-related 
concepts and its components by asking open-ended questions. The EMs give special 
consideration to the way people think, interpret, and translate words and use 
alternatives to convey their own conceptualisation. Given these features of the EMs 
framework and the purpose of this study which is concerned with exploring Iranians' 
accounts of health and linking these accounts to the SF-36, the use of EMs in this 
thesis is relevant. EMs will be interpreted and inferred as the medium where the 
interviewees are requested to answer questions relating to their perceptions of health 
and its components. It is of great importance in this research to identify and study 
differing expressions, presentations, manifestations, and meanings of health related 
dimensions and to see how the SF-36 has covered these dimensions when it is 
administered to an Iranian population. 
Ware and Kleinman (1992) argued that: 
"Health and suffering, like other existential states, are patterned by culture realised 
as local world of experience. The process is one in which events in the local world-
moral, political, economic, mediate the effects of large-scale social forces in ways 
that are reflected in cognitive, affective, and physiological changes" (Ware & 
Kleinman, 1992, p:547). 
Given these explanations and elaborations, it would be fair to say that 
instruments measuring health status of people based on the generic model such as the 
SF-36 might dismiss the diverse meanings and aspects of health. We do not know 
how people would describe their health status in general unless we explore what they 
mean by health and its components. 
The emergence of composite measures of health based on individual 
functioning and /or feeling states could be one of the results of extensive medical and 
anthropological research on health and its social and cultural aspects. The social and 
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emotional dimensions of health are reflected in this type of health status measurement. 
Since this current research intends to link its findings to the SF-36, as a self-report 
health status questionnaire, I shall now describe two main models of health status 
measurement each of which has its own definition and characteristics. 
Different models of health status measurement 
Underlying the different views on the SF-36 are two models which describe 
how a health status measurement must be developed. These models are (a) the generic 
and (b) medical condition specific approaches (Dixon et al., 1994, p:8). 
(A) The Generic Model 
This model aims to establish universal measurements which can be applied to 
any setting. In this approach, there is a set of universal and standard constructs of 
health upon which a health status measure is developed and set definitions for 
physical, mental, and social health functionings are postulated. The rationale is quite 
clear: since the constructs are claimed to be valid globally, the measurements are said 
to be appropriate and applicable universally. The SF-36 appears to be based on this 
notion and Dixon, et al (1994:6) have classified the instrument under the generic 
model. 
(B) The Condition Specific Model 
This kind of model represents the idea of development of a particular 
measuring instrument for a particular group in a particular situation. This approach 
advocates local interests and stresses that psychometric properties of a measure such 
as validity and reliability be studied in a given context. This model uses the generic 
measurements for specific applications providing they are consistent with local 
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validity criteria. As a rule, setting out general and global standards is of no 
significance in this model. 
As can be seen there is a sharp distinction between these two camps which 
determines how to design and develop a measuring instrument and/or how to interpret 
the results of research. The former takes on psychometric techniques to test and 
develop a measure, whereas the latter applies qualitative methods of testing for 
validity and acceptability in addition to the psychometric properties. It is of great 
importance to delineate and differentiate between these two models. This leads us to 
explore and understand their underlying assumptions and theories. The generic model 
is more likely to be based on the biomedical viewpoint which claims universally-
applicable medical entities and thus identifies general principles for all human beings 
as biological organisms. It appears that a general model is a manifestation of 
'medicocentrism' which denotes a worldview that sees experiences through medical 
filters in which the medical view is reality (Pfifferling, 1980, p:197). In a 
medicocentric model, physicians are at the centre of the health care process where 
they exercise their therapeutic authority over that process and the (socioclinical) 
impacts of other health care practitioners, non-medical professionals, and lay support 
system are overlooked (Arluke, 1988, pp:174-5). 
The condition specific model is, however, designed to understand health 
related concepts and constructs in a specific context and to develop measures with 
respect to local and contextual aspects of specified sickness. 
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Cross-cultural translation of health related questionnaires 
As stated by Chwalow (1995, p:315) it is obvious that we can not easily 
transpose one measurement from one culture to another without doing an extensive 
amount of work. Chwalow (1995, p:315) recommends three steps as standard 
methodology in the translation of a quality of life instrument from one language into 
another language or culture. These include (1) choice of quality of life scales,          
(2) qualitative phase, and (3) quantitative phase. The qualitative phase is concerned 
with the validation of an instrument in accordance with the study conditions: (a) 
translation of the instrument into the espoused language by a native speaker (similar 
culture), (b) back translation into the original language by 3 bilingual translators 
unfamiliar with the scale and, (c) comparison of the 3 versions of the instrument with 
the original one. The author rightly recognises the qualitative validity as a main part 
for the translation of a scale for use in another culture but the components of this 
phase do not go beyond the superficial steps. The process of translation is about 
browsing dictionaries, selecting equivalence, and then translating words, phrases and 
sentences from one language into another where the translators try to preserve the 
meanings of the original concepts of the measurement. Although the translation is 
done by native speakers and translators, more substantive explorations and 
investigations are needed by using in-depth interviews with a broad range of people 
among a given community. 
Kleinman (1987, pp:450-51) also argues that intra-cultural diversity makes the 
process of culturally meaningful translation more complex because items in an 
original form may not find a good equivalence in a second language. For instance, he 
says, there are problems in translation of terms such as 'feeling blue' or 'feeling down' 
to assess dysphoria in North America. From an anthropological perspective, since 
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there might be objective and universal referents for a term like "headache", a search 
for semantic equivalence is necessary and of course challenging. 
It appears that the qualitative phase for the translation of quality of life 
measurements from one culture to another is not only about wording and phrasing the 
terms used, rather it is about exploring and understanding quality of life concepts, and 
dimensions to make the scales more culturally applicable. It is the personal accounts 
and people's experience which enable a researcher to develop and design appropriate 
questions to construe desired concepts and constructs. 
This argument is also echoed by Jones and Kay (1992, p:186) when they raise 
the issues of reconciling emic concepts derived from the culture under study with etic 
labels originating from the researcher's standards in cross-cultural studies. Cultural 
standards, resulting from this reconciliation, can be obtained by talking and listening 
to people to see how they view the standards. The authors used the above procedure to 
develop an instrument to study bereavement in Mexican American widows by 
exploring the words commonly expressed by the interviewees. 
Campos and Johnson (1990, pp:164-9) have also mentioned that there are 
differences between objective and subjective approaches to quality of life assessment 
where the former refers to the quantifiable indicators of health, and the latter relates to 
the person's qualitative perceptions of life experiences. The authors conclude that a 
subjective approach be used in any quality of life research project, and when 
applicable, objective measurements can also be used. The works of Eyton and 
Neuwirth (1984), Marshall (1990), Guyatt (1993), and Kuyken, et al. (1994) have 
pointed to the use of 'conceptual equivalence', 'construct validity', 'language and 
sociocultural context', and 'conceptual, semantic, technical, and psychometric 
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equivalence' when transporting a measurement from one culture to another. 
Reviewing conceptual and methodological problems in measurements of mortality 
and morbidity in low-income societies, Chen et al. (1994, p:83) argue that meaning in 
context, social process, and historical event and their relationship to health indexes be 
considered in measurements. These authors go on to say that such relational measures 
will need both 'objective' and 'subjective' information. It seems the IQOLA group has 
intended to include the points raised by the above authors in their translations of the 
SF-36 into different languages.  
Most of the SF-36 items were adopted from instruments that have been used 
for 20-40 years or longer (Ware & Sherbourne, 1992, p:472). The SF-36 is considered 
as a generic measure of subjective health status that has been developed based on 
basic human values in the form of health concepts (Stewart & Ware, 1992, p:6) and 
the patient's point of view in health outcomes research. These two features -'universal 
health concepts' and 'subjectivity'- embedded in the SF-36, might be a misleading 
presentation of the questionnaire as the most appropriate and applicable one cross-
culturally. This is the reason why the IQOLA Project is being conducted in up to 15 
countries to translate the SF-36 into different languages and to explore its cultural 
relevancy (Aaronson et al., 1992). Despite the fact that the IQOLA Project attempts to 
evaluate the psychometric properties of the translated scales of the SF-36, the 
techniques being used might have overlooked culturally sensitive health related 
concepts. It appears that the process of translating the SF-36 into different languages 
has focused more on technicalities than the constructs and concepts used in the 
questionnaire. 
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Why research with Iranians? 
The current research study with Iranians was designed because: 1) in general, 
there seemed to be few studies on conceptualisations of health and its dimensions 
within an Iranian group in the literature on health, 2) information about the concept of 
health within Iranian populations in Australia is scant, and 3) the author is an Iranian 
researcher who is interested in exploring different accounts of health and its 
associated elements with Iranians.  
Iranians' accounts of health: review of the literature 
This section is concerned with studies on the health-related attitudes of 
Iranians. The section aims to review the literature on Iranians' discourses of health and 
illness in order to explore the studies conducted, the methodologies used, the findings 
obtained, and the existing gap in the literature on the notions of health among Iranian 
populations. 
A thorough search has shown that there are few reported studies of the health-
related attitudes of Iranians or anthropological and sociological studies of health in 
Iran. Such studies that may have been conducted in Iran or have appeared in Iranian 
journals are not available or classified in current research indexes. Discussion about 
the reasons behind this lack of information is beyond the scope of this research. Most 
studies that have appeared in the medical and sociological literature have been 
conducted over the last two decades. As mentioned, reviewing medical and 
sociological literature on Iranians' health will be helpful in that the methodological 
issues applied may provide avenues to carry out this current research. 
There are studies in which instruments have been translated from English into 
Persian (Hojat et al., 1986a; & Hojat et al., 1986b) whereby bilingual judges 
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confirmed that the Persian translation and psychometric methods were used to test its 
reliability and validity. Alam and Mohseni (1978) designed a study in the southern 
province of Iran on the shore of the Persian Gulf to examine the influence of socio-
cultural variables on behaviour, particularly in relation to sickness and the cause of 
disease. These authors found that illiterate people, especially in rural area, are more 
likely to believe that bad luck plays a role in causing illness. Another finding was that 
the majority of the elderly in the rural areas tended to blame irreligiousness for their 
illness. 
The pioneers in studying health and illness concepts in Iranian culture are 
Byron and Mary Good who did field work in Iran in the 1970s. In 1977, Byron Good, 
a colleague of Arthur Kleinman, conducted a study based on the results from two 
years of fieldwork in Maragheh, a provincial town in Azerbaijan in Iran. The research 
was designed to discover and describe how people in Iran think about, experience, and 
manage their illness, outlining the interaction of Islamic-Galenic, sacred, 
cosmopolitan, and popular medical traditions and healing institutions (Good, 1977b, 
p:4). 
The researchers (Good & Good, 1982) argued that any approach to studying 
illness cross-culturally is embedded in a particular theory of language and meaning. A 
"meaning-centred approach" was introduced which tried to incorporate semantic and 
hermeneutic analyses. The Iranian categories "illness by fright" and "heart distress" 
were used to explore the nature of emic categories of disorder. The study was 
conducted from 1972 to 1974 as part of a study of social hierarchy, medical change, 
and medical discourse in north-west Iran. Participant observation, lengthy interviews 
and a stratified random sample survey on health, illness and fertility of 771 
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individuals in Maragheh and three nearby villages (Good & Good, 1982, p:150) were 
carried out. Distress (nArAhati) is the term Iranians use when they complain of being 
nArAhat- distressed, upset, or uncomfortable. The people in the study associated such 
distress with general malaise (daruxlax), weak nerves, quickness to anger or edginesss 
(asabanidix), heart distress (nArAhatiye qalb), and with madness. 
General social and personal pressures or a specific configuration of stress 
(such as sudden fright) are also associated by nArAhati. NArAhati may be caused by 
fright, evil eye, or jinns (supernatural trouble-makers) and treated by sacred-religious 
cures. Problems of blood, nerves, or humoural imbalance can cause nArAhati which 
may be treated with herbal or modern medicines. 
Good and Good (1982, p:151) suggested that nArAhati has its own forms each 
of which has a distinctive configuration of meanings. These forms of nArAhati are not 
sharply bounded categories; instead, they 'represent a network of terms and illness 
syndromes that occupy overlapping semantic space'. 
The authors hypothesised that the category fright was used to construct an 
illness reality condensing a culture-specific configuration of life stresses which has no 
association with any one clinical syndrome (Good & Good, 1982, p:160). In contrast, 
heart distress was constructed where dysphoric affect and specific syndromes of 
experience were present which implies that it is associated with specific clinical or 
behavioural phenomena. 
Good et al. (1985) also studied dysphoria in Iranian culture. The authors 
participated in rural health delivery research in 1975 to 1976 with the Tehran School 
of Public Health and World Health Organisation, and consulted on cases of Iranian 
psychiatric patients in California between 1976 to 1982. The authors based their 
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research on a variety of ethnographic, clinical, and epidemiological studies of 
emotions and illness in Iranian culture. The domain of the term nArAhati and its 
components were explored intensively in the study. An interpretive or meaning-
centred perspective which puts more emphasis on the discourse of depression for 
members of a culture was considered to be a useful methodology. 
The experience of dysphoria-sadness, grief, despair, loss, melancholy, and 
depression was found to be rooted in two primary contexts in Iranian culture: one 
associated with the philosophy and understanding of the person or self, the other with 
a deep Iranian vision of the tragic, expressed in religion, romance, and passion, and 
interpretation of history and social reality (Good, et al., 1985, p:385). Tragedy, 
injustice, and martyrdom are tied closely with Iranian political philosophy and 
historical experience. Profound religious and personal aspects of 'dysphoric affect' 
make it a concept which is not equated with simple unhappiness. It was found that 
Iranians value sadness, but they experience depression as nArAhati, distress, and seek 
care (Good, et al., 1985, p:391). 
Iranians were found to have a formal expression for depression-afsordegy 
which is not commonly used in popular discourse. Symptoms of nArAhati include 
gham-o-ghosseh, feelings of sadness and grief, ziAdi fekr kardan, excessive worry, 
negarAni, anxiety, and feelings of sadness and different forms of somatic complaints 
(Good, et al., 1985). 
Depression-afsordegy-is said to have four key domains in Iranian culture: 
• sadness and grief (gham-o-gosseh-dysphoric mood and depressive illness) 
• 'asabAni-Anger. It occurs when the person has no control over his/her anger. 
An 'asabAni, person is irritable, agitated, easily angered, nervous, and loses 
self-control in social interaction 
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• insecurity and mistrust. Trust and mistrust are said to be central to Iranian 
culture and in the depressed person the discourse of mistrust is exaggerated. 
For instance, fears or delusions of infidelity of the spouse 
• hassAsiyat-Sensitivity. Being 'sensitive'-hassAs- is often described as the cause 
of depression by Iranian patients (Good, et al., 1985). 
The researchers (Good, Good, & Moradi, 1985, p:378) criticised the empiricist 
paradigm and its strategy for investigating depression in other societies. They argued 
that 'an approach which begins with symptoms significant to Americans and seeks 
semantic equivalents in another culture, rather than identifying local idioms of distress 
and relating them to clinical syndromes, will produce artificial knowledge’. It was 
also suggested (Good & Good, 1988) that after the Iranian revolution, the Islamic 
state in Iran may play a role in authorising or prescribing particular forms of 
emotional discourse. 
In another study, popular beliefs about female physiology held by most Iranian 
women were investigated and explored (Good, M., 1980). It was observed that Iranian 
women believed each person has a characteristic temperament that is a personal 
physiological norm. Climate and geographical location will affect those physiological 
components. The term 'tabi-ee' or natural temperament is used to imply an individual's 
balance between hot and cold, rather than a personality type. It was suggested that the 
influence of diet on temperament, and the categorisation of 'hot' and 'cold' foods and 
herbal remedies are clearly grounded in the classical traditions of Galenic-Islamic 
medicine (Pliskin, 1992). 
In 1981, a group of Iranian students participated in a research study in the 
United States. The focus of the study was on illness constructs, theories of illness 
causation, and the emotional language of a group of Iranian students studying in 
various universities in California (Good et al., 1981). The participants responded to a 
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questionnaire which was translated into the Persian language. Good et al. (1981) 
suggested that such a study needs to be pursued through in-depth interviewing as well 
as by survey research methodology. 
Pliskin (1992) designed a research study focussing on the problem of 
interpretation and diagnosis of Iranian patients by Israeli clinicians. The research was 
carried out between 1978 and 1981 with interviews being conducted with healthy and 
sick Iranians within and outside Iran. The author found that in Iranian culture, 
complaints about bodily discomfort-chest pains, stomach and other digestive 
problems and pains in the limbs are common when a person can not express his/her 
anger or nArAhati verbally or non verbally (Pliskin, 1992, p:297). 
Using informal interviews with Iranian immigrants and mental health 
professionals, Lipson (1992) undertook an exploratory field study of Iranian migrants 
to examine the immigration experiences of a sample of Iranians in the San Francisco 
Bay Area. The data in this research were collected by means of participant 
observation visits to Iranian homes, and informal interviews arranged through chief 
informants (Lipson, 1992, p:11). 
In the above study, a sample of immigrants was selected for interviews using a 
'snowball' method through Iranian social networks. In this research, 20 questions of 
the Health Opinion Survey (HOS) were also used. Of 200 survey questionnaires 
distributed, only 38 were completed and returned by mail, a response rate of 19%. 
Like Vatan (cited in Lipson, 1992) and Rezaian (cited in Lipson, 1992), Lipson (1992, 
p:12) attributed this low response rate to distaste for written surveys, a preference for 
face-to-face encounters, and a mistrust of research in general among immigrants from 
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the Middle East. The author suggested that qualitative interviews and an instrument be 
combined in a survey with such a sample population. 
In Australia, a study was conducted to determine the levels and predictors of 
psychological distress within the Iranian community in Sydney (Khavarpour & Rissel, 
1997). The participants in this investigation were recruited through a snowball 
sampling technique where they responded to a questionnaire including the Persian 
translated version of the GHQ-20 and other migration-related factors. The 
questionnaire was mailed to the participants' preferred address. Because a 
representative sample of the Iranian community was unlikely to be recruited, snowball 
sampling was found to be a good alternative (Khavarpour & Rissel, 1997, p:833). The 
results based on the GHQ-20 scores show the association between migration and 
distress. Khavarpour and Rissel (1997, p:832), however, suggest that the results of the 
study might be affected by cultural factors because the GHQ-20 has not been 
validated with an Iranian population.  
Omeri (1997) also designed a research study to discover, describe, and analyse 
the values, beliefs, and practices of Iranian immigrants in New South Wales. She has 
used a thematic analysis technique in one of the phases of the data analysis. Three 
major themes relating to meanings and experiences of care of the sample were found: 
care meant family and kinship ties (hambastegy), care referred to as traditional urban 
gender roles (role-zan-o-mard va Azadie zan) and the emergence of new role 
responsibilities related to equality for female Iranian immigrants, and care used as 
preservation of Iranian identity (hamAnandi) (Omeri, 1997). 
These studies form the basis for further investigation of an Iranian population. 
The selected Iranian health related literature has shed some light on the use of 
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appropriate qualitative methods in Iranian populations and on the most commonly 
employed techniques. 
Implications for methodology 
As the literature on the validity of the SF-36 indicates, it becomes clearer that 
qualitative methods in assessing the validity of the SF-36 have been under-utilised. 
The literature is replete with studies on validation of the SF-36 applying psychometric 
methods which were addressed earlier. To the researcher, the SF-36 assumes universal 
principles, and lacks a detailed attempt to explore the concepts of health and its 
aspects across cultures. 
Qualitative research methods are the medium to understand and explain the 
meaning of events and phenomena, which are not accessible through quantitative 
methods. In qualitative methods, the social context finds a special place (Neuman, 
1994, pp:321-22). Qualitative research deals with the perceptions of the participants 
and the exploration of concepts in depth. Qualitative research helps us to make sense 
of reality, to describe and explain the social world, and to develop explanatory models 
and theories (Morse & Field, 1995). 
Summary of the chapter: theoretical foundations of this research 
Australia is a society comprising different ethnic groups. There is little 
information on the health status of these groups. Particularly, the literature on health 
studies of immigrants has been silent for the ethnic communities with small 
populations such as Iranians. 
Health is a word people use in their daily lives but whose definitions and 
meanings receive little attention. The definition of health stated by the WHO could be 
seen as a turning point in that it triggered social scientists to explore the potential 
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meanings of health. Consequently, a social construction approach to health emerged 
in the literature of health, medical sociology and anthropology. In the late 1970s, 
Arthur Kleinman and his colleagues coined the term Explanatory Models (EMs) 
where the meaning of the experience of illness and health was the central element. 
This new approach to understanding illness and health has centred on the way people 
make sense of their world and experience. Moreover, researchers who employ this 
approach need to use qualitative methods because emphasis is placed on meanings 
and the events experienced by people. 
Using this approach to health, a number of authors have studied Iranians' 
discourses of illness. According to the literature, these types of studies among Iranians 
have been reported very little over the last two decades. Therefore, this research is 
designed to explore Iranians' accounts of health and the way they define health and its 
aspects. 
Those people who believe that health as a value varies in different 
communities with different cultural backgrounds have challenged the medically 
oriented approach to health and the application of health status measurements across 
cultures. 
Another purpose of the research is to examine the items of the SF-36 with a 
sample of Iranians. The way the sample define health and interpret the items of the 
SF-36 will be used to analyse the suitability of the dimensions and the items of the 
SF-36 in an Iranian population. The results of this research will provide information 
which can be used in translating the SF-36 into Persian when it is administered to an 
Iranian group. 
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The next chapter will describe the research methodology and the issues 
involved in the process of data collection and analysis. The chapter will detail the way 
the research was conducted. 
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CHAPTER THREE 
METHODOLOGY 
INTRODUCTION 
This chapter is concerned with the research methodology. The rationale 
underlying the choice of research methodology, the methods, and strategies used are 
described. The issues relating to data collection, sample size, recruitment of 
participants, the method of data processing and data analysis, and the limitations of 
the research methods are also discussed. 
The research aims at exploring perceptions of health with a sample of the 
Iranian population in South East Queensland and link these perceptions to the 
constructs built into the SF-36. For this purpose, a qualitative approach has been 
considered the most appropriate to investigate such a population's accounts of health 
and its related dimensions. 
Research methodology and its rationale 
The methodological approach of this research is built upon the needs of the 
research (Locke, 1989), the questions being asked and the conceptual foundations of 
the research (Miles & Huberman, 1994, pp:16-17) as discussed in a previous chapter. 
The research methodology which was employed is reflective of a theoretical 
framework which is based on the concept and application of Kleinman's EMs (1978), 
the literature on health and Iranians' discourses of health. 
Qualitative is the term used for research methods which centre on processes 
and meanings that are not numerically measured and examined (Denzin & Lincoln, 
1994, p:4). The particular research purposes for which qualitative studies are 
especially helpful are understanding the meaning for the participants in the study, of 
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the events, situations, and actions they are involved with and of the accounts that they 
give of their lives and experiences (Maxwell, 1996, pp:19-20). In most qualitative 
research studies, researchers want to know what the actors know, see what they see, 
understand what they understand. Therefore, qualitative data attempts to describe 
people's ways of talking, and their ways of knowing. Qualitative research deals with 
the perceptions of the participants and the exploration of concepts in depth. Therefore, 
the qualitative approach provides a better medium to access people's perspectives 
through detailed interviewing and observation rather than a quantitative approach 
(Denzin & Lincoln, 1994, p:5). 
In addition, the choice for adopting the research design in this study lies in 
methodological difficulties associated with studies of Iranian populations both in 
Australia (see Khavarpour & Rissel, 1997) and overseas (see Lipson, 1992). It seems 
most Iranians have shown little interest in participating in social science research. 
Based on my own observation, the medical anthropological literature provides little 
information about health related studies of Iranians and it appears that the issues of 
'trust' and 'privacy' mean that members of the population keep their distance from 
research. 
In this research, focus groups and in-depth interview techniques were used. 
The methods employed were consistent with the nature of the research, their 
applications and feasibility for the sample of the Iranian population being interviewed. 
The methodology used acknowledges the participants' voices and comments in the 
research data analysis. For the purpose of the research, a variety of respondents of 
different class, age, gender, and educational level have been selected and interviewed.  
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Choosing focus groups as the first phase of the process of data collection is 
relevant in this study due to its applications and advantages. The focus group is a 
qualitative research method for eliciting information from population subgroups 
(Bender & Ewbank, 1994). As discussed by Murphy et al. (1992, p:37) there are 
several purposes for the use of focus group methodology in health research such as 
assessment and modification of the relevance of the content areas and language of the 
questionnaire. Morgan (1988, p:11) points out that focus groups are useful for 
developing interview schedules and questionnaires. Krueger (1994, p:25) has also 
illustrated how focus groups can be used in recruiting new members in a project. 
There are a number of reasons underpinning the use of focus group and        
in-depth interviewing techniques in this research. The research strategy is said to be 
linked to theoretical and practical concerns (Minichiello, 1995, p:73). This research 
seeks to explore meanings of health in a sample of Brisbane Iranians and their health-
related perceptions. In addition, Iranians make up a small group of Queensland's 
population and the methods used are seen as the most feasible because of limited time 
to access this population. Murphy et al. (1992) have suggested that the focus group 
technique is time-efficient, and cost-effective. The issue of accessing Iranian 
communities required a relationship based on an honesty and trust which could have 
taken a long time to built. Since the researcher knew some of the Iranian informants, 
they helped him to get to know others in a short period of time. The participants in the 
focus groups were the main source of locating and nominating the potential individual 
interviewees. This task could not been accomplished if focus groups had not been 
used. 
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The semi-structured interview was selected as the most appropriate method of 
collecting demographic and qualitative data from a sample of the Brisbane Iranian 
population. The interview schedule was structured to provide consistency in the 
collecting of data, and allow some flexibility so that themes were explored in depth. A 
probing technique was also used which enabled further explanations of issues when 
needed. 
In designing the strategy and data collection methods, the central element has 
been on selecting a feasible, cost effective and culturally appropriate method to 
investigate Iranians’ accounts of health and items of the SF-36 which provides 
reliable and valid qualitative data. Since the research is exploratory, the interview 
included open ended questions as the most suitable and appropriate to use. Open-
ended questions enable the researcher to access the perspective of the person being 
interviewed and to understand and capture the points of view of interviewees, without 
predetermining those viewpoints through prior selection of questionnaire categories. 
According to Patton (1990, p:198), the semi-structured interview schedule has its own 
advantages. These include: to minimise variation in the questions posed to 
interviewees; to provide a systematic and thorough response for each question; to 
minimise interviewer effects by asking the same question of each person; to make 
data analysis easier because it is possible to locate each persons' answer to the same 
question quickly and to organise questions and answers that are similar (Patton, 1990, 
p:198). In general, the research strategy and methods used are considered as the most 
effective way to search for a deeper understanding of health and its related elements.  
The main aim of this study is to investigate perceptions of health and its 
elements in a sample of Brisbane Iranians and relate such perceptions to the items of 
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SF-36. The central concerns of the research are cross-cultural understandings of 
health as expressed by the Iranian sample being interviewed, appropriateness, and 
relevance of the adopted items of the SF-36 with such a population. The research 
questions include: 
• what are the meanings of health in general for a sample of Brisbane Iranians? 
• how would a sample of Brisbane Iranians understand the concepts of the SF-36?  
The research questions a) explore the meaning(s) of health within an Iranian 
population, and b) study the suitability of the content and wording of the items and 
concepts identified in the SF-36 and the appropriateness of the terms used in the SF-
36 for a Persian audience. 
Overall research plan 
The following table shows the overall research plan. 
Table 3.1: The overall research plan 
Stages Task Duration 
1- Designing the interview 
schedule  
Developing the interview 
schedule containing 
biographical & open-ended 
questions 
June 96- September 96 
2- Accessing the Iranian 
community 
Meeting with the Iranian 
informants and building up a 
relationship with the community 
October 96- March 97 
3- Recruiting & conducting 
focus groups  
Reviewing the items of the 
interview schedule developed in 
the stage one, nominating the 
potential individual interviewees 
June 97- July 97 
4- recruiting & conducting in-
depth interviews 
Selecting the interviewees & 
conducting in-depth individual 
interviews 
August 97- December 97 
5- Data analysis Transcription of the in-depth 
interviews, preparation the data 
to transfer into NUD.IST, 
coding & analysing the data, 
translation of the texts from 
Persian into English 
January 98- June 98 
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From June to September 1996, a set of questions in the form of the Interview 
Schedule was drafted. The interview schedule and its questions aimed at two main 
categories: 1- general health perceptions and 2- specific health related perceptions 
employing the concepts of the SF-36. 
Based on the two categories, the questions of the interview schedule covered a 
variety of topics. These include: health, physical health, aspects of health, being full 
of energy, having no energy, being nervous and its opposite state, emotional 
problems, pain and its aspects, being full of life, being calm and peaceful, being worn 
out, being happy and its opposite state, being tired, modes of administering 
questionnaires, the way Iranians respond to the SF-36, and one question about 'feeling 
so down in the dumps that nothing cheers you up'. 
The in-depth interview schedule also has a section about personal details. The 
consent and information form was written in English and then its Persian translated 
version was written. 
During October to March 1996, the central tasks were accessing the Iranian 
community in Brisbane and building a relationship. As an Iranian, the researcher was 
aware of the fact that most Iranians would participate in the research if such a 
relationship was established. For this purpose, the researcher met Iranians in their 
cultural, educational, and social activities. According to the 1996 Census, 608 people 
of total Iranian population (1095) in the state of Queensland live in Brisbane 
(Australian Bureau of Statistics, C-Lib, 1996)3. 
 
                                                 
3 The cost of extracting further data from the 1996 Census such as ‘level of education’, or ‘occupation’ 
about Brisbane’s Iranian population was excessive. Limited research funds precluded this action. 
Therefore, it is not possible to estimate how well the sample participating in this research reflects such 
population in Brisbane. 
 71 
From June to July 1997, two focus groups with Iranians living in Brisbane 
were conducted. The focus groups were conducted in the Persian language. The 
participants of the focus groups were recruited via community meetings, Iranian 
community key informants, and by word of mouth. The first focus group was 
conducted in June 1997, and the second one carried out in July 1997. 
The intention of conducting focus groups was to elicit information about the 
issues relating to the interview schedule which was used during the stage four of the 
research plan, and more importantly, to nominate the potential individual interviewees 
for the in-depth interviewing phase of the process of data collection. The discussions 
in the focus groups were audiotape recorded. At the beginning of the focus groups, the 
participants signed English and Persian versions of the consent and information form.  
The next stage of the research plan was conducted between August 1997 to 
December 1997. Having reviewed the interview schedule, the nominated persons 
were contacted, the purpose of the research explained, a verbal consent taken, and an 
appointment was made. Most in-depth interviews were carried out in the participants' 
own homes. 
The data analysis started once the first in-depth interviews were conducted. 
The focus groups were not used in analysis of the data because their aim was to 
discuss the interview schedule, generate ideas, and nominate the potential 
interviewees. The process of data analysis was carried out between January 1998 to 
June 1998. This stage will be explained later in this chapter. 
Recruitment and sampling  
The size of qualitative research samples is usually small and samples tend to 
be purposive, rather than random (Miles & Huberman, 1994, p:27). Purposeful 
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sampling is said to be the best and most commonly used technique to select 
participants in qualitative studies (Seidman, 1991, p:42). In this type of sampling, the 
sample is chosen for a particular purpose (Alston & Bowles, 1998, p:93). In this 
research, Brisbane Iranian community leaders, a welfare worker for Persian speakers, 
and three academics were consulted to identify a feasible and effective method of 
locating participants in the first phase of the project. A community centre for Persian 
speakers based in Brisbane was found to be the easiest and most accessible place for 
study participants to meet. 
At the time this study was designed, the community centre for Persian 
speakers was one of the places where Brisbane Persian speaking people, including 
Iranians, could meet and turn to when in need. This place was found to be a good base 
for referrals to Iranians who live in Brisbane. 
The community welfare worker for Persian speakers and others were informed 
of the sample selection criteria. The researcher explained to them that the potential 
participants should be either male or female, between 25 and 60 years of age, able to 
read English and speak Persian fluently, and come from different social status. 
Potential participants were asked to ring the researcher directly to discuss 
participation in the study. Fifteen participants volunteered to participate in the focus 
groups mostly through contacting the Persian community worker. The potential 
participants were contacted on the telephone prior to the meetings to find out whether 
they met the selection criteria set out in the research. Of these fifteen people, ten 
agreed to participate. Permission to audio record the sessions was also sought. At the 
end of each meeting, the participants were asked to nominate potential participants for 
in-depth interviewing based on the selection criteria. The potential individual 
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interviewees were selected according to the same selection criteria which were used to 
select the focus groups. The individuals nominated by the participants in the focus 
groups were contacted by telephone. As Seidman (1991, p:37) has pointed out, such a 
contact before the actual interview aids in selecting participants and helps build a 
foundation for the interview relationship. Furthermore, it helps assess the respondents 
against the sample selection criteria. 
At the end of individual interviews, the participants were also asked to 
nominate people they knew who might be interested in being interviewed. This 
technique of sampling is called 'snowball sampling'. This commonly used method 
enables the researcher to identify a small number of individuals initially and then 
these people are used to nominate others (Kuzel, 1992, p:40). According to Rubin and 
Babbie (1993, pp:231-32), this sampling method is appropriate when it is hard to 
locate people in the study, as was the case in this present project. There are other 
studies which suggest the use of a snowball sampling method within Iranian 
populations (See Omeri, 1997, & Khavarpour & Rissel , 1997). 
Twenty-one in-depth interviews were conducted. Of these participants, 10 
were female, eleven male, aged between 25 to 60, and most of them (15) had a tertiary 
degree. The participants were assured that all interviews would be totally confidential 
and no individual participant will be able to be identified. Once a person was 
nominated and he/she agreed to participate in an interview, an appointment was made. 
In qualitative research, the actual number of 'cases' studied is less relevant than 
in quantitative research where issues of external validity are paramount (Taylor & 
Bogman, 1984, p:83). The researcher will have an idea that he/she has reached a point 
when interviews with additional people yield no genuinely new insights. The number 
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of participants interviewed in this current study was satisfactory so the author stopped 
collecting data once it was realised that the themes arising in the in-depth interviews 
became repetitive. In general, two criteria have been highlighted in the literature in 
relation to the size of the sample in qualitative research studies. The first one is 
sufficiency when the sample size of the research is fairly a representative of a larger 
population (Seidman, 1991, p:45). The other criteria is saturation of information 
which means the researcher gets to a point in a study which he/she begins to hear the 
same information reported. The author of this current study believed that there was a 
point in the research where new information was not forthcoming. 
Data collection and its phases 
The data collection strategy employed sought to combine focus groups and in-
depth interview techniques. 
The goals of conducting focus groups in this research were (1) to elicit 
information and inputs regarding the readability, simplicity, and appropriateness of 
the questions included in the interview schedule developed by the researcher, (2) to 
nominate potential participants to be interviewed in the phase of data collection. The 
following stages were used in this research. 
Consultation with key informants 
This stage involved many personal visits to Iranians who had good knowledge 
of the structure of the Iranian community in Brisbane and an understanding of the 
Iranian culture. This phase was considered an essential element in transforming the 
following phases of data collection into practice. 
The key informants who the researcher knew were contacted. It was also 
found that these consultants were a good source for accessing Iranian individuals in 
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the community. As suggested (Seidman, 1991, p:6) interviewing requires that 
researchers establish access to, and make contact with potential participants whom 
they have never met. The fact that the author had previous relationships with some 
Iranians helped him to gain further access to the community involved. 
As mentioned, the welfare worker for Persian speakers, Iranian community 
informants, and three Iranian academics were consulted about how a sample of 
Brisbane Iranian could be recruited and what socio-cultural or political issues needed 
to be dealt with in approaching Iranians. One of the suggestions made by a key 
informant was to attend the Iranian community meetings which help others to get to 
know the researcher. The researcher's participation in recreational and social activities 
provided a situation whereby others became familiar with the project. The knowledge 
of the project was disseminated in the Iranian community mainly through the 
meetings the author had with Iranians, key community leaders and informants, and by 
word of mouth. This phase of data collection took eight months to accomplish, from 
October 1996 to July 1997 in Brisbane. This stage was fundamental in establishing a 
rapport with Iranians who then agreed to participate in the following stages of the 
research. 
Focus groups 
Two focus groups were carried out over a period of two months from June to 
July 1997 in Brisbane. 
The focus groups took one hour and a half to two hours. The first focus group 
was conducted in the community welfare unit for Persian speakers located in a central 
area of Brisbane. The second one took place in one of the Brisbane City Council's 
libraries, which was accessible to most participants. The two focus groups were in 
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Persian and the conversations were audio-recorded, with the participants' permission. 
The questions that were asked in the focus groups are included in Appendix A. The 
following table shows the composition of each focus group. 
 
 
Table 3.2: The composition of the focus groups 
 
First focus group (N=5) Second focus group (N=5) 
Gender Age Education Gender Age Education 
Female 20-30 High school Female 30-40 University 
Female 30-40 High school Female 20-30 University 
Female 40-50 University Male 30-40 University 
Female 40-50 University Male 50-60 High school 
Male 40-50 High school Female 50-60 High school 
 
The two focus groups consisted of ten people: seven females and three males 
aged between 25-60, with different educational levels. The ten people who 
participated were able to read English well and were fluent in Persian (Iranian). 
The first focus group was composed of five participants, one male, 60 years of 
age, and four females, age between 20 and 50 years. Although the welfare worker for 
Persian speakers agreed to help the author as facilitator, she was included in the group 
as a participant because the number of the participants who attended was quite small. 
Under these circumstances, the researcher's role was facilitator and observer 
simultaneously. The focus group interview guides (see Appendix A) contained 
general and specific questions. The participants in the focus groups were encouraged 
to respond to the questions on the focus group interview guide. 
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The second focus group conducted consisted of two males, aged 40-60, and 
three females, age 30-60. In this group, the Persian speaking welfare worker played 
the role of facilitator. The focus group interview guide followed was similar to the 
first focus group. 
In all focus groups, the participants were given a copy of the SF-36, a focus-
group interview guide, and a draft of the interview in-depth schedule. At the 
beginning of the two focus groups, the purpose of the research was explained to the 
participants and the goals of conducting the focus groups described briefly. English 
and Persian versions of the consent and information form were read and signed by the 
participants and the author (see Appendix B). At the end of each focus group, the 
researcher asked the participants to nominate persons whom they knew as potential 
interviewees for the following stage of the data collection. 
Pilot test-interview schedule 
As Maxwell has commented (1996, p:75) since interview questions are what 
the researcher asks people in order to gain what he/she wants to understand, the 
interview guide should be pilot-tested. Pilot testing determines if the questions work 
as intended and what revision needs to be made. 
In this current research, four people who the author knew personally were 
contacted and agreed to participate in pilot testing the in-depth interview schedule. 
The interviews were carried out in the workplace of the researcher. The interviewees 
were provided with a copy of the schedule. The schedule was found to be simple, and 
easy to understand as it was intended. The participants advised the author that a few 
questions might be overlapping. It was also noticed that two hours in-depth interview 
might not be realistic and practical. The longest interview conducted in this research 
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took one hour and twenty minutes. Revisions were made to the interview schedule 
according to the comments made. 
Interviews 
Twenty-one in-depth interviews were conducted in each participant's home, 
except for one person who preferred to be interviewed at his work. The interviews 
were conducted in Brisbane, between August to December 1997. Ten females, aged 
between 29-60, of different educational levels and eleven males, aged between 32-55, 
from a range of educational levels were interviewed. (Sample characteristics are 
detailed in Chapter 6). 
Participants in the focus groups nominated four people as potential 
interviewees for the individual in-depth interviewing phase of data collection. The 
four people were initially contacted on the telephone. During this conversation, the 
researcher explained the nature and purpose of the research was to explore Iranian's 
accounts and perceptions of health. This initial contact allowed the researcher to 
identify whether or not the potential participants met the selection criteria (see page 
71 in this chapter). The four interviewees contacted were identified as appropriate for 
inclusion in the sample. The researcher gave them a brief verbal description of the 
project and their tasks during the interview. The participants were also informed of 
the proposed use of tape recording for further analysis and their permission was 
requested. The interviews were then arranged in the places that they thought 
convenient. The in-depth interview schedule includes a set of open-ended questions. 
The interview starts by asking general questions followed by specific 
questions (see Appendix C). The interviews varied in length from 45 minutes to one 
hour and twenty minutes. All participants showed real interest in participation and 
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welcomed the researcher. The interviews were in Persian and audiotape recorded. The 
participants were required to read and sign the consent form (see Appendix B) before 
interview. Once the first four participants were interviewed, they were asked to 
nominate those whom they knew and might be willing to participate in the research 
whether they were a family member, friend, relative, or a colleague. The remainder of 
the required sample was chosen through such 'snowball sampling' method. The 
researcher also explained to all participants that if they were interested they would be 
contacted later to have their comments and suggestions on the data analysis. For this 
purpose, the address and telephone numbers of the interested participants were taken 
with their permission. 
Data analysis and data management 
Data analysis is an ongoing process in qualitative research (Taylor & Bogman, 
1984, p:128). In qualitative studies it is suggested that data analysis be started soon 
after the first interview is conducted and be continued as the research progresses 
(Maxwell, 1996, p:77). Qualitative data analysis takes a broad range of forms (Tesch, 
1990). The application of computer programs in order to facilitate data analysis in 
qualitative researcher has been discussed extensively (Weitzman & Miller, 1995; 
Tesch, 1990). 
All interviews were conducted in Persian, audiotape recorded, and then 
transcribed for analysis. The audiotapes and transcripts have been kept in a locked 
filing cabinet. The transcripts were transcribed by the researcher and typed by a 
person into a Persian word processor to prepare files for the NUD.IST program, an 
indexing, searching, and theorising computer program designed for qualitative data 
analysis (Richards & Richards, 1991). Buston (1997) points out that these days there 
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seems to be less debate on the use of computer programs to assist qualitative 
researchers than years ago. According to this author, it is specific methodological 
issues and the epistemological effects of using software on research that are being 
debated. NUD.IST was used because: a) the author already knew how to use it, b) 
others recommended it, c) it has a myriad of search functions such as 'intersect' and 
'matrix' that could easily retrieve and index texts. 
Since the process of categorising the themes has been carried out by 
NUD.IST, it is worth describing and applying the terms used in this computer 
program. The procedure of categorising and naming a theme is called ‘indexing’ 
where the theme is coded based on a structured tree. Each category is called a ‘node’ 
and each node has a certain address or code number. Each node may have sub-nodes 
or children. The structure of the categories in NUD.IST is hierarchical. In brief, the 
nodes created by the NUD.IST are the themes and categories derived from the 
transcripts and the children of the nodes are the sub-themes or sub-categories. 
NUD.IST offers a visual representation of the index system showing nodes, and their 
associated categories. 
Twenty-eight categories or nodes and one base data node were created in 
NUD.IST consistent with the twenty eight questions of the in-depth interview 
schedule and personal details. The node number two that represents the question          
'what is good health?' was removed as there were so many similarities between 
answers to this question and to the question number three 'how could you recognise 
someone in good health?'.   
As mentioned earlier, the process of data analysis began once the first 
interview was conducted. The initial themes and constructs were extracted from the 
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transcripts and sub-categories and nodes were created using the NUD.IST program. It 
is worth mentioning here two issues: firstly, these nodes, categories and                 
sub-categories have been identified through my own interpretation of what the 
respondents had told me. In the same vein, the way these categories have been 
organised is a personal choice reflecting how I made sense of what I have heard and 
what I have been told. 
Secondly, it can happen often that a quotation which was related to a person, 
has been coded at different themes (nodes). A detailed sample of the coding system 
for the questions number one to seven created by NUD.IST appears in Appendix (F). 
It is worth mentioning here that this use of NUD.IST with the Persian 
language is the first attempt recorded in the world. Despite the fact that NUD.IST was 
said to be not useful for Persian texts, the researcher was able to show its application 
with languages written right to left such as Persian. 
Using NUD.IST, the transcriptions were coded and categorised thematically. 
An analysis of the themes showed how the selected sample of Iranians viewed the 
concept of health in general and its related aspects, and how they understood the items 
of the SF-36. Culturally specific health-related themes were also elicited from the 
transcriptions. In a meeting with the interested interviewees who took part in the in-
depth interviewing, a synopsis of the data analysis was presented. The participants 
showed no disagreement with the data analysis. They, however, made some 
comments about the interpretation of the data. For example, one person argued that 
the components of health proposed in the research study might not be valid for all 
Iranians. The researcher explained to the participants that this research does not claim 
that its findings are necessarily 'generalisable' to all sections of the Iranian population. 
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All in-depth interviews were audiotaped. The researcher listened to the tapes 
and transcribed them himself to maintain confidentiality. As the Brisbane Iranian 
population is small there was a concern that the voice of the interviewees might be 
identified. The twenty one Persian transcripts were typed into Persian by a Persian 
Word Processor to prepare data files for the NUD.IST. The person who assisted the 
author in typing the transcripts in Persian was blind to the research and was unable to 
recognise the identity of the interviews as pseudonyms were used to identify them. 
Once the first interview was transcribed and typed, the process of data analysis began. 
Sub-categories under each category were constructed and developed as more 
interviews were transcribed and recorded. 
Five interested participants in individual interviews were given a copy of 
extracted themes to check what was understood from their interviews and also to 
improve the validity of the analysis of the data provided. As mentioned earlier, there 
was no significant disagreement between the researcher's analysis of the data and that 
of the participants. The analysis yielded rich information to compare the items and 
dimensions of SF-36 to the themes generated and to examine how compatible or 
comparable they were. 
The challenges and issues involved 
 
NUD.IST and Persian texts 
NUD.IST has been used extensively in qualitative research. Its usage with 
Persian texts, however, has not been tested at all before this research. Since the 
researcher was fully familiar with NUD.IST, it was considered cost effective and 
time-saving to organise the qualitative data using NUD.IST. A free trial version of a 
Persian word processor called 'Parsnegar' was used to check whether Persian texts are 
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readable by NUD.IST. Consulting with computer technicians familiar with Parsnegar, 
it seemed there would be no problems in converting Persian texts into ASCII texts so 
that NUD.IST would able to retrieve them. In practice, Persian fonts were not 
readable with NUD.IST. One of the NUD.IST information technologists at the time 
suggested the researcher should not use NUD.IST as it was not designed for 
languages written right to left such as Persian. Despite all the facts mentioned, the 
researcher was able to run NUD.IST and use it with Persian fonts and texts, which 
was the first attempt in the world as far as is known. This success has also been 
reported to the company that is responsible for NUD.IST in Australia. The researcher 
also noticed that a better word processor was needed to type the texts in the Persian 
language. Since there was no such product available on the Australian market a word 
processor was sent to the researcher from Iran for this purpose. The researcher then 
found a Persian language typist to type the transcripts in Persian and prepare them in a 
way they could be retrievable by NUD.IST. NUD.IST (version 4) has demonstrated 
its full applicability with Persian texts under Windows 3.1 Arabic version. It is a fair 
assumption that if NUD.IST works with Persian, it should operate with other 
languages written right to left including Arabic, Hebrew, and Urdu. 
Translation of Persian texts into English 
The Persian language, like most languages, has its own symbols, metaphors, 
and ways of expressing feelings. When talking about emotions, I agree with Beeman 
(1988) who suggested that what we hear is not exactly how a person feels. There 
might be words in a language to express a particular feeling for which there is no 
equivalent in a different language. This is the case in the Persian language which 
acknowledges feelings in an aesthetic and spiritual way. There were times when the 
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researcher was hampered in his description of the participants' expressions by English 
terms which could have been misleading while translating people's words from 
Persian into English. Sometimes Persian words needed to be explained to make them 
translatable into English. Translation of Persian words such as dard, gham-o-ghosseh, 
nArAhati, and salAmati are some examples. The researcher used his knowledge, 
experience, and the existing literature to convey the feelings expressed by the 
participants. 
Trust & motivation 
This section details the challenges and issues of the methods. One of the 
difficulties associated with research in an Iranian culture has always been a lack of 
motivation among Iranians to participate actively in social science studies. This issue, 
which was documented in the literature implicitly (Lipson, 1992), was considered the 
most challenging task for the researcher. It seems social studies in Iranian culture 
have not appeared in the literature over the last two decades. Although it is difficult to 
explain why Iranians have not been the subjects of social science research in recent 
years, anecdotes and daily conversations between Iranians indicate that the reasons 
might be social, cultural, and political. Iranians do not share their personal opinions 
and feelings with strangers, and sometimes feel unsafe when talking about contentious 
issues such as religious or political views (see also Lipson & Hafizi, 1998). Therefore, 
the researcher had to deal with the issues of mistrust and insufficient motivation 
which might have prevented Iranian populations from engaging in social research. 
Since the researcher has been in Brisbane for some years, a number of key Iranian 
informants including a few Iranian academics were contacted, whether on the 
telephone or in person. The researcher knew this was the best way to access Iranians' 
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perspective. These people were the initial source of information that played a critical 
role in bridging the gap between the researcher and the potential participants. The key 
informants also informed the researcher that not too many Iranians would display 
interest in the research if he, as an unknown Iranian researcher, were not associated 
with the key persons. The researcher was also informed that choosing potential 
participants through key informants is the most reliable and applicable technique, 
given the fact that the researcher was a stranger to most Brisbane Iranians. 
The researcher, and the purpose and nature of the research were introduced to 
the Brisbane Iranian community through personal meetings, social gatherings, and 
word of mouth. Conditioned by time and the socio-political barriers mentioned, two 
groups were chosen for focus groups sessions. The researcher also assessed that the 
individual in-depth interviews, second phase of data collection, would have been 
unsuccessful if the people who participated in the focus groups were unable to 
nominate potential interviewees. 
Sample size 
One of the issues related to the research was the sample size chosen. The 
research which was designed to explore Iranian's accounts of health and examine the 
items of the SF-36 with a sample of Iranians, required a qualitative approach. 
Although, the sample size selected in this qualitative study seems to be adequate, 
during the process of data analysis, the researcher realised that more reliable 
quantitative analysis of the qualitative data could have been inferred if a larger sample 
were selected. Therefore, the section on quantitative analysis of the data needs to be 
treated with caution as no statistical tests could be carried out because of small sample 
size. 
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Validity and reliability 
Issues of reliability and validity are a concern in all research. Kirk and Miller 
discuss the term 'objectivity' in research studies (1986, p:20). Objectivity is a term 
which encompasses the concepts of reliability and validity. Reliability and validity are 
two components of objectivity. In quantitative studies, reliability, in general, refers to 
the extent to which a measurement produces the same answer no matter how and 
when it is carried out. 
These concepts apply also to qualitative studies (Kirk & Miller, 1986, p:19). 
As stated by Kirk and Miller (1986:20), in qualitative research, "reliability is the 
degree to which the finding is independent of accidental circumstances of the 
research, and validity is the degree to which the finding is interpreted in a correct 
way". Reliability refers to the extent to which the instrument produces the same 
results consistently over time in the same situation.  
Validity in qualitative research centres on the extent to which the data are 
descriptive and explanatory or as Janesick suggested (1994, p:216) is the explanation 
credible? Lincoln and Guba (1985) propose four constructs in relation to validity in 
qualitative inquiries. One of these constructs is credibility. Credibility reflects to the 
extent to which the research and the subject being studied are accurately identified 
and described. A research should be clarified in terms of its boundaries (Marshall & 
Rossman, 1995, p:144).  
Guba (1981) thinks checking the results and interpretation of the data is one of 
the ways by which data trustworthiness can be achieved. Probing, crosschecking and 
recursive interviewing are forms of validity checking (Minichiello, 1995, p:177). As 
suggested by Kirk and Miller (cited in Minichiello, 1995, p:178), "the sensitive, 
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intelligent field worker armed with a good theoretical orientation and good rapport 
over a long period of time is the best check we can make". 
In reconceptualizing validity, Lather (1986, p:76) suggests that 'face validity' 
be seen as an essential part of establishing data credibility through 'member checks'. 
Reason and Rowan (1981) argue that such member checks (recycling analysis back 
through at least a sub-sample of respondents) should become a standard part of 
research designs. Lather has concluded that the 'hard place' of validity as assumed in 
quantitative research is, in fact, a soft spot. The 'rock' is not the unassailable validity 
of positivist research findings but rather the need to establish trustworthiness of data 
which are qualitative, and, at times, frankly impressionistic (1986). Qualitative 
research needs to find a way to allow the interested participants to review the material 
one way or another. However, for some people the issue of reliability is said to be 
pointless (Janesick, 1994, p:217). 
Maxwell (1996, p:87) uses the term validity as to the correctness or credibility 
of a description, conclusion, explanation, interpretation, or other sort of account. The 
author defines the concept of validity as the validity threat: a way you might be 
wrong. Qualitative investigators try to rule out validity threats such as the inaccuracy 
or incompleteness of the data, and imposing one's own meaning by a dense 
description of how the data has been collected and interpreted, and how the findings 
have been explained and concluded. 
In qualitative research, specific threats need to be ruled out. The researcher 
should find ways by which these specific threats such as researcher bias in selecting 
desired data and the researcher's influence on the setting or people in the study. The 
use of member checks is suggested to be extremely important to identify validity 
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threats, bias, and errors in the logic and methods used and interpretations of the data 
collected (Maxwell, 1996, p:94). 
Documentation of qualitative research helps others to assess the credibility of 
findings, to understand differences and similarities among cases and to replicate 
studies (Miles & Huberman, 1994). The qualitative researcher needs to provide as 
much information as possible about the conditions and factors under which the data 
collection yields similar results. Therefore, the reliability of the data collected can be 
assessed based on the details of such information given. A detailed description of data 
collection phases, data analysis and the role of the researcher in data analysis help 
safeguard a qualitative study against threats to reliability. 
In the qualitative tradition of data collection the researcher is an inseparable 
part of the research. What is heard and observed is not value free. The researcher 
brings his/her own cultural assumptions to the data as well. Qualitative researchers are 
not expected to eliminate their own values and theories brought to the study, but to be 
aware of them and how these values may impinge on the finding of the study 
(Maxwell, 1996, p:91). 
Summary: methodology 
This chapter describes the methodological issues relevant in the research and 
provides information about the processes of implementing the research in practice. 
Focus groups and in-depth interviewing methods were used in collecting the data. A 
snowball sampling strategy was found to be the most appropriate way of recruiting the 
Iranian participants. The difficulties encountered in the research and how they were 
solved were addressed. The next chapter details the findings of the research. 
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CHAPTER FOUR 
DIFFERENT ACCOUNTS OF HEALTH 
INTRODUCTION 
This chapter explores different accounts of health in an Iranian population 
based on the analysis of the data extracted from the texts of the in-depth interviews. 
The chapter explains the themes that emerged from the transcripts during the initial 
stage of analysis of the data. The stages of the data management and the construction 
of the common themes will also be reviewed. The excerpts, in the form of quotations, 
are used to convey the meanings of the themes. 
The chapter details the common themes relating to health that the participants 
mentioned more frequently. Using a thematic analysis technique, Iranians' discourses 
of health, and the extrapolated components of health will be explored and discussed. 
The perceptions of health in Iranian culture are the central element of the chapter.  
The following section describes the ways Iranians in the sample apply certain 
health-related terms in their culture and society. The section was considered to be 
important because it would help us understand Persian's linguistic terms relating to 
health and its dimensions better. 
Health and illness in the Persian language 
Since the participants talked in the Persian language, they used some Persian 
terms frequently which need further description. SalAmati or salAmat ("A" in 
salAmati/salAmat pronounced as a in father)- is a noun; the adjective is sAlem- a 
general term used by Iranians to express their good physical and emotional health. In 
almost all interviews, Iranians translated health as 'salAmati or salAmat' where it 
includes physical, mental, and social elements. Therefore, physical or bodily health is 
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translated as 'salAmati-e-jesmi', mental health 'salAmati-e-ruhi (ravAni)', and social 
health as 'salAmati-e-ejtemAee'. The word 'ruhi' is not translatable into English easily. 
Sometimes it can be translated as 'mental', 'psychological', 'emotional' 'non-material' 
and as 'spiritual' according to the context of the conversation. So when someone says: 
"Do you have a ruhi problem? " it is not clear what the speaker means by 'ruhi' and it 
needs further elaboration. Generally, Iranians would interpret it as 'Do you have an 
emotional (Atefi) problem? 
As discussed in the previous chapters, the word 'nArAhati' is used in the 
opposite way to salAmati (health) but its applications are broader than 'salAmati' and 
so it is not easily translatable. NArAhati could be an equivalent to the term 'problem' 
in the context of this research. For instance, a person who says: "I have no health 
related nArAhati", can be translated as "I have no health related problem". As Pliskin 
(1992) says, "nArAhati is a general term which denotes undifferentiated, unpleasant 
emotional and physical feelings". To better understand salAmati, which is the 
translation of the word health or healthy, I suggest that it be seen as the antonym of 
the term nArAhati. 
The Persian language like many others, is a language full of idioms, 
metaphors, and symbols. Beeman (1988) writes: 
"Persian is in some ways like Japanese, in that it is a language with a very simple 
grammatical structure, and a rich set of idiomatic expressions which help 
individuals to convey accounts of their feelings. These accounts, as with all 
accounts, may be correct or incorrect reflections of actual emotions. It is a function 
of all parties in an interaction to come up with the correct interpretations for what 
is said." 
As observed by Beeman, in the Persian language the individuals involved in a 
conversation play a major role in exploring what was said. Therefore, an analysis of a 
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conversation in the Persian language involves a lot of culturally specific interpretation 
and conceptualisation. For reasons that are beyond the scope of this thesis, Iranians 
tend to be indirect in their communication. One of the possible reasons is that they 
want to protect their own 'privacy' by not showing their true emotions and feelings. 
Acts, words, or other types of gestures do not appear to be a clear-cut message in the 
first instance. Whether it is a matter of pride, honour, or privacy, Iranians do not 
reveal how they feel or how they think directly. Dislike or sadness is not expressed 
very quickly and openly. These kinds of feelings will be manifested indirectly through 
communicative means, or acts which are quite recognisable and acceptable in the 
Persian culture. 
GENERAL THEMES EMERGING FROM THE TRANSCRIPTS RELATING 
TO THE DIMENSIONS OF HEALTH 
For the purpose of analysis of the data, first, I shall describe the themes 
separately, and second, will construct a framework which encompasses a number of 
components of health. I have used translated quotations, in the form of italics, from 
the transcripts to convey the themes and their embedded health concepts as much as 
possible in the words of respondents. 
I shall now explain the themes that emerged from the texts about the concept 
of health. As part of analysis of the data, the themes that convey similar meanings of 
health are presented and discussed close to each other. This method of categorisation 
of the data is very important because it provides a clearer picture of the themes for 
further analysis. A more developed analysis will be presented after describing all the 
themes and categories. 
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Harmony 
In talking about the meanings of health and good health, eight participants 
talked about the concept of health as an entity which has parts and dimensions 
working together resulting in a status where the person feels in balance, harmony and 
equilibrium. The parts work and interact with each other. Those interviewed said: 
• "I mean physical and mental health, you are healthy physically and mentally. A 
person must have these two aspects which interact with each other. If a person 
is not healthy mentally, it will definitely affect his/her bodily condition, and if 
the person is not healthy bodily, the body affects the mental condition." 
• "If one of these aspects of health (physical, mental, and social) is disturbed, the 
health status of the person is in risk." 
• "I look at human beings as a whole where you can't separate its parts, and 
these parts affect each other; one who has not a healthy social relationship 
with the members of community, such a person is not going to be a useful 
member for this society." 
The integration of different parts and harmony between them which affect the 
health status of people are central elements during the interviews. 
Health is both emotional and physical  
Four participants defined a healthy person as someone who is healthy both 
physically and mentally. It appeared that the participants viewed health as an 
integrated concept. Those interviewed described health, a healthy person, or their 
status of health according to both emotional and physical aspects of health 
simultaneously. For instance, the following participants said: 
• "I can do my work, I can walk, do my house work or whatever I want to do; I 
don't feel sick (nArAhat) any more, I think I am prepared for those kind of 
things both emotionally and physically." 
• "In general, health means good co-ordination between body, brain (mind) and 
nerves; I can't separate these aspects of health. Therefore when I have this 
situation I am healthy." 
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Participants perceived the concept of health by talking about different aspects 
of health and combining them.  
Integrated 
It appears that twelve participants have tried to assess their health status by 
distinguishing different dimensions of health including physical health, mental health 
or even spiritual health. A participant stated: 
• "If you have a scale which has one to one hundred numbers I give myself 
seventy five. If your question covers emotional, mental, social and physical 
health, I sum them up and the mean would be seventy or seventy five in 
general." 
Some of the participants considered their health status as an interaction 
between physical and mental aspects of health, or thought of health as an entity that 
has inseparable parts. Although the participants did not use the word ‘integrated’, it is 
fair to assume that they view health from an integrated approach to health. When I 
asked in response to the question "How would you see your health in general; what 
aspects count most to you?", an interviewee replied: 
• "I consider all aspects of my health status. I pay attention to all physical, 
mental and social aspects of health and then think. I think of these aspects as a 
whole. It happens that one aspect is dominating but I see these aspects as a 
whole and I ignore the one which occupies my mind more than other aspects." 
The participant has referred to a group of elements of health which form a 
whole. 
The next themes relating to the conceptualisation of health and its meaning as 
mentioned by this sample of Iranians, relate to the 'spiritual aspect of health' and 
'tranquillity'. 
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Spiritual aspect of health 
The status of health is perceived through spiritual as well as physical and 
mental health functioning. Spiritual aspects of health seem to be an important part of 
Iranian accounts of health. Eleven participants referred to the spiritual dimension of 
health: 
• "When I feel in balance spiritually, it is a sign of good health, when you feel 
balanced and relaxed spiritually, you are healthy." 
• "Spiritual account is a central element and foundation for other aspects of 
health and spiritual aspect is something we must rely on, it is one of the needs 
of human beings, we cannot ignore it." 
Spiritual account of health is viewed as a construct which participants used to 
define the notion of health. 
Tranquillity 
Of the 21 participants, 5 referred to a status where s/he felt happy and satisfied 
with herself or himself, felt positive and relaxed. This kind of feeling appeared to be 
more spiritually oriented. The Persian term that most participants used was 
"ArAmesh" which can be translated into English as "inner peace", "calmness", 
"relaxed", "comfort", and "tranquillity". 
• "In my view, good health is a state of well-being spiritually; this is very 
important; I mean the inner context and it is a status where I behave in a way 
that pleases those people I have contact with and it makes them feel relaxed. It 
means I wouldn't hurt them emotionally, self-satisfaction which is influenced by 
your satisfaction in the status quo and I feel good about my self when people 
whom I know feel happy." 
• "I am in good health when I am content, my happiness is not materialistic 
rather it is spiritual, when I do something positive… and this happiness brings 
'spiritual settlement' -tranquillity-ArAmesh.". 
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Some of the respondents applied the term 'spiritual' in the religious context 
while others utilised it in relation to nature or to philosophy. Those interviewed said: 
• "Well, spiritual aspect for a person like me, who is Muslim and who believes in 
God and I can say this belief is relaxing for me; I think if I lose this belief it 
causes an emotional (ruhi) sickness." 
• "…there are three trees in the street, which are so beautiful. I want to speak 
with them and say good morning to them and when I am with them I feel 
healthy and strong and I feel these trees know me…" 
Tranquillity and spiritual aspect of health in the form of religious beliefs are 
part of the frame of reference for participants. 
The following themes are extracted from the transcripts as the themes 
associated with the physical and emotional dimensions of health.  
Physical aspects 
Four participants (out of 21) talked about physical or physiological aspects of 
health as an indication of good health. Participants said: 
• "A healthy person walks well, has no dietary problems, and his or her daily 
activities such as exercise is fine." 
• "Having an efficient cardio vascular system is very important. Someone who 
has this feature is a healthy person completely…" 
Participants were asked to respond to the question "How would you see your 
health in general; what aspects count most to you?". The central points as expressed 
by the participants (11 out of 21) were their bodily aspects of health. The following 
are a few examples: 
• "The physical aspect of health and whether one has no physical problems are 
initial points…" 
• "First, in my opinion physical aspect or bodily dimension will come to my mind 
which means you have no certain bodily problems…" 
 96 
• "The first thing I consider, I think if I am questioned, I would imagine you are 
talking about physical aspect of health status; you are asking whether I am fit, 
exhausted, lazy, fat, or inactive physically…" 
Participants thought objectively about health and the initial point of reference 
in conceptualising the concept of health. 
Emotional aspects 
There were participants (11 of the 21) who tended to talk about the emotional 
aspects of their health status resulting from being away from homeland and family 
members. The participants also talked about non-physical elements of their health 
status. They stated: 
• "Definitely, emotional aspects are important too. When you have no peace of 
mind, it will affect you general health status somehow…" 
• "Emotional aspect affects someone's health status; when you don't feel 
peaceful, you are always worried, eventually you get tired sooner. Its effects on 
my health status makes me exhausted, tired…" 
• "Emotional aspect is definitely one important aspect of health. I think it 
depends on your emotional sensitivity. These who are very sensitive and 
vulnerable usually get sick physically easier and those who have been 
traumatised more and resisted more against stress would get less sick 
physically…" 
It seems that the emotional/mental aspect of health was frequently mentioned 
by respondents. 
Emotional problems in the Persian culture 
An emotional (Atefi) problem is a term which may not be translatable into 
English easily as it overlaps with the words mental, psychological, non-material, and 
even with spiritual. 
In the Persian culture, an emotional (Atefi) problem is a state of unpleasant 
feeling that might be expressed or suppressed. Some types of an emotional nArAhati 
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(problem) are expressed publicly and some are not, depending on the context. For 
instance, the norms of social relationships, as one factor, determine whether anger 
toward others is expressed publicly. As Pliskin (1992) observes, it is not respectable 
for a child to show anger to a parent, nor is a wife to her husband. 
There are forms of emotions which are not expressed publicly at all. Love is 
one of these emotions, which is regarded as highly personal and private matter. 
Iranian couples do not show their love in public as it is against the religious laws, and 
societal norms of Persian culture. What falls within the realm of private and public 
worlds in the Persian culture will be discussed later in the next chapter. 
Emotional problems or the causes of such problems from the participants' 
perspectives are explained using the themes extracted. The following table shows the 
themes relating to emotional problems that emerged from the texts. The table specifies 
the number of times a theme was mentioned by participants throughout the interviews. 
The themes will be explained in more detail in the sections which follow. 
Table 4.1: The themes associated with emotional problems (N=21) 
Themes Frustration Divorce Being away 
from 
homeland 
Death of a 
loved 
person 
NArAhati Demands Sensitivity 
Number 3 3 3 5 4 5 3 
 
The causes of emotional problems 
 
Frustration (nAomidi/sarkhordegi) 
Emotional problems could cause mental health problems for migrants. 
Migrants might get frustrated in the host society for a number of reasons whether they 
are social, cultural, financial, or emotional. Since three of the participants in this 
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research were recent migrants, frustration has appeared among the themes from the 
transcripts. A person responded: 
• "From an Iranian community's view, an example of an emotional problem may 
be frustration which can be related to the language difficulty or culture. The 
Iranians here in Australia, or in their workplace or daily activities outside their 
home, are faced with the problems associated with difficulty in 
communication…". 
In the above paragraph quoted, one of the causes of frustration experienced is 
concerned with the difficulty of language and communication in the mainstream 
culture. Therefore, frustration can be part of the perception of emotional problems. 
Divorce 
Three of the interviewees mentioned divorce as an example of an emotional 
problem. Getting divorced seems to be a source of emotional problem for most people 
who experience it. Particularly women in Iran suffer from the consequences of 
divorce more than men do (Aghajanian, 1986). According to Jalali (1982), a divorced 
woman carries a stigma leading to loss of face in the society and with her family and 
even with her social network. Compared to a divorced man, she would have less 
chance to remarry. In Iran, divorced women have little chance to be married to men 
who have not married before. 
• "… for instance divorce is happening between a man and a woman, to me this 
is an emotional problem…". (female respondent) 
Being away from your homeland 
Living in a different country and being away from your homeland is also 
considered as an emotional problem. The analysis of the texts shows that three 
respondents perceived emotional (Atefi or ruhi) problems because of losing contact 
with their friends and relatives whom they left behind. In addition, the importance of 
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having relationships in the Persian culture, which was mentioned earlier, is indicative 
of strong emotions beneath such friendships. Therefore, it would be a fair assumption 
to say that some of the emotional problems among Iranian migrants are caused by not 
having a chance to visit their close friends. 
The comment below is an indication of the emotional feelings linked to being 
away from homeland: 
• "Being away from home and homeland is the only thing that makes me cry.". 
Death of a loved person 
Losing a loved person has always been seen as quite traumatic. Such an 
experience causes an emotional problem for most people who have had close 
relationships with the deceased. Unfortunately, bereavement is also one of the areas of 
research in the Persian culture on which little is documented in the literature.  
According to Good, et al. (1985), grief is so ritualised in Iranian culture that 
one may conclude that Iranians deal with dying within their community. However, 
receiving tragic news while one is alone or away from family can lead to a 'fright' 
illness. This might be the reason why Iranians living abroad are often not told of the 
death of a close friend, a relative, or a family member until the "time is right". 
It seems the state of losing a loved person in the Persian culture could be 
associated with very deep emotions that might result in pathological symptoms such 
as depression in extreme cases. Not surprisingly, such an experience has appeared in 
the texts of the interviews (5 out of 21) as one origin of emotional problems for some 
of the participants. Those interviewed said: 
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• "A family shock is an emotional pain, the death of a child or the death of a 
relative are examples of emotional problems." 
• "…when someone loses one of his/her close relatives, this is an emotional 
problem too…". 
Therefore, the death of loved people causes emotional problems which seem 
to be more intense and last-longing within the Persian culture. Touba (1978:236) 
describes the ceremonies following death in an Iranian family which implies both the 
intensity of grief caused by the death of a person and the existing social ties which 
soften the pain following the death. 
The nature of emotional problems 
 
Emotional problem means nArAhati 
One of the applications of the term nArAhat (an adjective, the noun is 
nArAhati) is to express emotional problems in the Persian culture. When someone is 
'not comfortable', 'upset', or 'distressed', s/he says: "I am nArAhat". As Good et al. 
(1985) state, nArAhati encompasses a wide range of conditions, whether it be a state 
of being upset by a conflictual relationship, being anxious, or even being severely 
mentally ill. In the case of the people (4 out of 21) who participated in this research, 
nArAhati was used more as a state of being distressed and upset emotionally. The 
following responses support this interpretation: 
• "For instance, you get distressed (nArAhat), someone has said something to 
you and you get hurt (emotionally)." 
• "Emotional problems can be applied to many things. In the Persian language, 
an emotional problem is something that hurts my heart (qalb/del); something 
that makes me distressed. When my heart is hurt, I get an emotional 
problem…". 
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Demands (entezArAt/tavaghoAt) 
Demands in Iranian culture are a source of obligation affecting individual or 
social behaviour. To some extent, demands are similar to societal norms in that they 
are rooted in the culture so deeply that they shape people's conduct. The way people 
interact with each other, talk and respond to each other, and even express their 
feelings can be determined by demands in the Persian culture. Demands are social and 
cultural constructs that may be expressed differently according to social relationships, 
roles, and social status. For instance, an employee expects to talk and write to her or 
his employer based on inferior-superior relationship, or so called 'other-raising' versus 
'self-lowering', to use Beeman's (1988) word. An Iranian employee from a low social 
class is supposed to say bandeh 'slave' or in-haghir 'this humble' instead of the neutral 
pronoun man, 'I', specially when writing a letter to an employer. It is usually expected 
that fathers support their families financially and socially, while mothers cook, and 
look after the children. There is a demand among Iranians to treat their wanted or 
even unwanted guests with unlimited generosity. As Jalali (1982) observes, this 
hospitality can be seen at all social levels. In general, entezArAt in Iranian's life style 
might be symbolised as codes of ethics that govern the form and pattern of people's 
behaviour in public and private. Five participants pointed out how demands among 
Iranians cause emotional problems (nArAhati-e-ruhi). 
• "Well, to me someone who has an emotional problem, is expecting something. 
When demands of each other increase, a person gets emotional problems. The 
demands of someone else, for instance, a son from his father…" 
• "Emotional problems are related to the mental status of human beings and to 
demands, and whether these demands are achieved. If not, it causes emotional 
and mental problems.". 
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There is high expectation within an Iranian family to care about, look after, 
and support each other. In traditional Iranian families, children, particularly boys are 
expected to support their aging parents. If children fail to do so, it could cause a 
severe and prolonged emotional problem. According to the researcher's observation, 
part of the emotional problems of Iranian immigrants, refugees in particular, is 
associated with the feeling 'not being there for them (parents and family)', a highly 
regarded expectation. 
Sensitivity 
There were a few interviewees (3) who suggested that a sensitive (hassAs, an 
adjective, the noun is hassAsiyat), person gets emotional problems. Sensitivity, as a 
personal characteristic of the individual and the social situation of an individual in the 
Persian culture, makes people more vulnerable to physical or emotional disorders 
(Good, et al., 1981). While sensitivity, as a characteristic, seemed to be considered 
more as a pathological feature in Iranian culture (see Good et al. 1985), the 
participants in this current study have looked at it as a personal characteristic of a 
normal person. Although the functionality of sensitivity (hassAsiyat), as described by 
the respondents in this research, remains unchanged, it is not as severe and 
pathological as it has been reported in the literature (refer to the works of Good et al., 
1985; & Good et al., 1981). Pliskin (1987) has also found that sensitivity has negative 
and positive sides in the Persian culture. On the one hand, it is a valued personal trait 
where sensitivity is seen as characteristic of art and a sensitive person is regarded as 
an artist. In this sense, sensitive people (hassAs) are deemed to have a gentle and soft 
characteristic that enables them to sense and perceive the surroundings more clearly 
than others do. 
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On the other hand, being sensitive means being more vulnerable to physical 
and emotional problems. Those who are sensitive, become sick and distressed 
(nArAhat) more easily. Having said this, a sensitive (hassAs) person might be a sick 
person or only a normal person who can be nArAhat (distressed). In another words, 
sensitivity, as an inherent trait, might be viewed as pathological, in the form of illness, 
or not pathological, as a character of the individual who is distressed temporarily 
(nArAhat). 
A participant interviewed seems to be mentioning the aspect of sensitivity 
which is valued in the Persian culture: 
• "Emotional problems, are personal and differ in different communities and 
individuals; you see emotional problems less among electrical engineers or 
mechanical engineers than among artists or actors because of the jobs they are 
doing or their inner demands. People in these sorts of jobs are more sensitive 
and vulnerable, they have to deal with emotional problems and matters more 
frequently…". 
The other side of the character of sensitivity, which is not acceptable among 
Iranians, was also stated: 
• "Emotional means sensitive; it means a person has problems in dealing with 
matters. Some people are very sensitive to a particular thing…". 
As the texts relating to the term sensitive might indicate, there are positive and 
negative sides of the word. The word sensitive (hassAs) could be interpreted and used 
according to the context of conversation. 
The next themes that are extracted from the texts are related to social 
relationships, familial relationships, and the host society. All these themes form the 
social component of health which will be discussed below. 
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Social component of health 
 
Social relationships  
Seven participants perceived good health or a healthy person in relation to 
concepts such as good relationships, communicating with people, and being honest 
and useful to others. Participants said: 
• "One who is involved in physical activities and does not have healthy social 
relationships with individuals, is not a useful member of the society. This 
person does not enjoy contact with others; such a person is isolated and is not 
healthy." 
• "A person who does not have healthy social relationships with others, is not a 
useful member of the society; he or she is not able to enjoy interaction with 
others; he or she is not able to help others or get help from the community…" 
• "I can be part of the community; I could help others, I could get on with my 
life…" 
• "A healthy person returns energy to you, such a person comforts you; s/he is 
honest to you". 
The concept of energy in the last comment should not be considered as a 
physical energy, instead it is a spiritual energy as a result of trust and genuine 
relationship built between the persons involved which make people happy.  
Familial relationships  
This category was developed from the data to denote the themes expressed by 
the participants (5) where social factors such as family matters were considered to be 
important. Participants mentioned: 
• "…another factor could be family matters. Your child might get sick; you might 
have an argument with your spouse; you have debts you can't pay off; your 
mother is sick and she is in Iran…" 
• "…the relationships with your family and colleagues are important…" 
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After prompting, one of the participants agreed that you think about the social 
aspects of your health status by exploring the extent to which you are successful in 
communicating with others and how comfortable they are with you. 
• "Social aspect of health is important, we find something normal when the 
society tell us that it is normal, the majority say this is normal. Therefore, 
society influences our behaviour and our understanding of what is health. The 
way my family and my parents define health would have a definite impact on 
the way I understand health, even our relatives, neighbours and society in 
general." 
The host society 
Two participants in this research discussed the impact the host society has had 
on their health status and a healthy environment.  
• "… I feel I am still Iranian. It is true that I have forgotten most of my customs 
but I have been trying to keep them. I try to teach my children to respect the 
elderly and their parents. And what do I do at work? Do I have to do the same 
thing my colleagues do or do I have to be myself. If I want to be myself I have 
to say 'Hi' or 'How are you' and get no responses or say nothing to him or her. 
I think this is something which is related to my culture and we enjoy respect 
from others and this brings about a healthy environment…". (female 
respondent) 
The respondent seemed to be frustrated by the responses she was given in the 
workplace and experiences a conflict between her own culture and the workplace. 
There is a dilemma she tries to deal with 'what I am supposed to be' (her own cultural 
and social values) and 'what I have learnt to be' (the host society's values). Her last 
sentence describes her perceptions of one of the components of a healthy environment 
(or a healthy society) that is 'having mutual respect for each other'. 
Similar feelings and feedback were echoed by another person who said: 
 
• "…I feel I have changed emotionally and I see this society has had some 
influence on me (emotionally) and has made me behave this way. It is negative 
and I don't see Australian society as positive but this is how I feel about this 
society…". 
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Graham and Khosravi (1997) in a study undertaken in Sweden describe the 
country in Iranian eyes where participants talked about the 'coldness' of Swedes. One 
of the interviewees in the study said: "Discrimination exists in this society…Swedes 
'cut a person's throat with cotton'. I broke off my college studies because I did not 
want to work with Swedes. It felt oppressive". It appears that the negative reception 
by the host society causes emotional distress in immigrants. 
Indicators of good health 
Participants (11 out of 21) also mentioned the theme 'functional ability' 
frequently. 
Functional ability 
Interviewees talked about health and good health in reference to the physical 
functioning aspect of health. Functional ability was related to the concept of being 
healthy. The respondents stated: 
• "When I see I am able to run, move, jump and play, then I feel that my physical 
health condition is fine." 
• "Well, there are times when my car is broken down and I have to use public 
transport and I can hear my heart beating when I want to catch a bus, or when 
I want to lift something up. I feel that I am not able to do this as usual." 
• "My body and muscles function well, and I am able to do physical activities." 
In the following quotations, the respondents have mentioned both the ability of 
body as well as its functionality at the same time. 
• "Health means your body is able to do its routine daily activities, you function 
very well…" 
• "The functionality of a person with good health is fine and such a person 
should be able to do his or her daily routines." 
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• "In general when I feel fine in doing daily activities and my mind /brain 
functions well, I think these are the indications that tell me I am in good 
health". 
According to the texts, participants used the way their body functions as an 
indicator to assess their status of health. It is bodily functioning which indicates how 
healthy a person is. 
The interview schedule had a question which asked "How would you see your 
health in general; what aspects count most to you?". This question was designed so 
the respondents could analyse their response in detail. I also prompted the replies. 
Responses that were given before 'prompts' were viewed as the 'initial response' 
whereas the responses received after 'prompts' were considered as a 'secondary 
response'. The answers to the question indicate how important the physical aspect of 
health was to participants. The initial answers were: 
• "For me physical aspect comes to my mind immediately… " 
• "The first aspects of health are those related to the blood, arthritis, heart, 
respiratory, and lung. Then you think of your fitness…" 
The next theme that was revealed from the transcripts was 'absence of 
disorder'. 
Absence of disorder 
The respondents (6 out of 21) mainly identified the concept of 'not being sick' 
as one aspect of being healthy. 'Not having physical or bodily problems ', 'not having 
pains', and 'not having emotional problems' were the essential terms used. The 
following are direct quotations as expressed by participants: 
• "A healthy person is someone who is healthy physically, it means this person 
has no physical problems,... for example he or she has no headache, or gut 
problem, meaning he or she has no mental, physical and emotional problems" 
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• "I am in good health because I have no bodily health problems." 
• "Health and good health means a person is healthy mentally, has no mental 
and emotional problems, has no physical (bodily) problems, a healthy person 
has all these conditions." 
The concept of health equals 'not being sick'. The feeling not having a disorder 
helps participants to recognise whether or not they are in good health. 
The themes relating to Iranians' discourses of food and a healthy person are 
placed and analysed here because they indicate features of good health and a healthy 
person. I shall now discuss the following themes that emerged from the in-depth 
interviews. 
Food and Iranians' accounts of health 
Traditional Iranian constructs of food may be related to the worldview that 
prevailed in an era where foods had their own 'nature' causing all kind of health 
problems. Some foods were called 'cold', 'hot', and some 'neutral', each of them having 
particular qualities. As noted by Good (1977b), the Iranian popular health beliefs are 
based on the Galenic-Islamic tradition of humoural medicine elaborated by Avicenna 
(Ibne Sina). According to Avicenna's (Ibne Sina’s) system of medicine, there are four 
humours and their subsequent qualities which control a balance within the physiology 
of human beings. These include blood-hot and moist; red bile-hot and dry; phlegm-
cold and moist; and black bile-cold and dry. The balance between the four humours 
and their qualities shapes temperament, as the physical structure of a person. This 
temperament varies according to age, sex, race and climate. MezAj (temperament, 
condition of health, physical constitution), tabi-at (nature, temperament), tabaa 
(natural temperament), or zAt (nature, temperament) are the closest translations of the 
word 'temperament' in the Persian language and culture. 
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Those Iranians who participated in this current research appeared to have a 
similar perspective of health and the influence of food on their health conditions. 
Although this study was not designed specifically to examine the notion of food in 
Iranians' accounts of health, it seems food plays a role in Iranians' assessment of their 
status of health. As Pliskin (1992) explains, food is one of the causes of sickness in 
Iranian culture and the findings of this research show that correct diet was considered 
to be one of the elements of good health and a characteristic of a healthy person. 
In Iranian culture, when a person gets sick or looks healthy, people ask 
her/him 'What have you eaten' that has made you sick or healthy. When visiting a 
doctor, most people in Iran would like to know what kind of food they should and 
should not eat. 'Is there any food that I have to avoid?', is the popular question which 
would be asked by an Iranian patient and should be taken into account in patient-
doctor communication. It appears that Iranians living abroad have maintained their 
traditional health beliefs in this respect or at least parts of their traditional health 
beliefs. The following are a few instances where food and its importance to health 
have been mentioned: 
• "I know my physical health is fine because I know how much to eat, no matter 
how much food is on the table and what it is, as soon as I notice I am full I stop 
eating. I can manage and this is very important for your health." 
• "A healthy person is someone who has no physical problems, is active but 
cares about his/her health status by doing physical exercise, eating good (rich) 
foods, taking proteins and rest…; …the type of foods you have has good and 
bad effects on your health status…" 
• "A healthy person walks well, has no dietary problems, and his or her daily 
activities such as exercise is fine.". 
Once again, Avicenna's (Ibne Sina’s) health beliefs appear to be prevalent in 
the Iranian culture. Interestingly, there are studies which show these types of health 
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attitudes exist in western cultures. For instance, Helman (1978) shows that the beliefs 
of general practice patients in London rest on distinctions of 'hot' and 'cold', 'wet' and 
'dry'. Helman's observation reminds one of Greek humoural pathology and Ibn Sina's 
teachings. 
The recognition of a healthy person: an Iranian account 
Two main themes that were used to explore the features of a healthy person 
were the themes 'appearance' and 'positive attitudes'  
Appearance 
To most interviewees (9 out of 21), the general appearance of individuals is 
one good indication of health status. The terms such as bright face, smiling, walking 
and looking good were used more frequently. The interviewees said: 
• "Of course, I think the face of every one is an indication of physical health and 
to some extent emotional health." 
• "When you see someone's general appearance, when he or she walks well, eats 
well …" 
Positive attitude 
In this category the words such as hope, plans for the future, progress, and 
positive thinking were expressed more often. Of the 21 participants, nine mentioned 
these words. The participants stated: 
• "A person who has certain plan in life, does attempt to progress, does make 
better life, makes the best out of his health condition…" 
• "Someone who is positive; by positive I mean seeing life positively; he or she 
has aim and is hopeful in life…" 
A further feature, on which one recognises a healthy person as addressed by 
the interviewees, included 'social relationship', 'functional ability', 'tranquillity', and 
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'absence of disorder'. These features of a healthy person as expressed by Iranians 
form a pattern that can be used to identify such a person. This pattern consists of the 
elements 'appearance', 'positive attitudes', 'good relationships', 'functional ability', 
and 'tranquillity'. In other words, a healthy person might be someone who has all or 
parts of these characteristics. Therefore, different combinations of the features of a 
healthy person form a myriad of patterns. 
The next themes pertaining to the dimensions of health are the comparative 
and relative aspects of health. To some of the participants, health and its meaning are 
relative and comparative. Specifically the societal norms existing in society and the 
age of the respondents were identified as concepts of health which are relative and 
comparative. Of the 21 participants, 9 mentioned the comparative and relative 
dimensions of health. 
Comparative & relative 
It seems participants were saying that the way society and community perceive 
health could shape their own views of health. In responding to the questions intending 
to compare the meaning of health or people's status of health, it is important to know 
how old the respondent is. The age also makes the meaning of health relative. 
• "I think the factor of age is very important in knowing what people think about 
their status of health." 
• "Health is relative, a person who is twenty years of age is healthy; eighteen, 
twenty or forty are different. I don't think that people at these ages can be 
compared; something that worries you at twenty years of age would not worry 
you when you are forty years of age." 
• "…you have a range of normality in every society, to what extent such a person 
is normal or is not normal depends on this range, and then you decide whether 
that person is healthy." 
• "I think I am healthy or when I compare myself to others at my age. I see some 
of them have put some weight or I see I am able to run or play tennis easily." 
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The factors age, and societal norms could affect the way health is perceived. 
Health may be conceptualised according to age and society's definitions of health. 
A FURTHER ANALYSIS OF THE THEMES RELATING TO THE 
COMPONENTS OF HEALTH 
This section analyses the data more intensely. The way the above themes were 
classified under different clusters will be presented and the components of health in an 
Iranian population will be explored. The table below shows the themes that were 
discussed earlier and the number of times they were mentioned. 
Table 4.2: The most frequently mentioned themes about health 
 
Questions The themes & numbers of participants mentioning the themes (N=21) 
'meanings of 
health 
FA (7) - - Abs (6) Spir (3) Hmy (8) Comp 
(9) 
- 
'good health' FA (6) Scr(4)&Fam(1) Phy (4) Abs (3) - - - - 
'recognition of 
good health' 
FA (5) Scr (4)&Hst (1) - Abs (3) Trq (5) Em&phy (4) - Emo(3) 
'general health' - Fam (3) Phy (3) - - Int (12) - - 
'physical 
health' 
FA (11) - - Abs (7) - - - - 
'aspects of 
health' 
- Scr 
(3),Hst(1),Fam 
(2) 
Phy (11) - Spir (11) Int (4)  Emo(11) 
Total of 
participants 
15 14 12 12 11 17 9 12 
Notes: 
(1)- The following abbreviations are used in the table:  
FA-Functional Ability Scr-Social relationships  Fam- Familial relationship   
Hst- The host society  Phy-Physical aspect of health  Abs-Absence of 
disorder   Spir-Spiritual aspect of health Int-Integrated aspect of health              
Comp- Comparative & relative  Emo-Emotional aspect of health  Trq- Tranquillity  
Hmy-Harmony  Em&phy-Emotional& physical 
 
(2)-The number estimated in each cell equals the number of participants out of twenty-one. 
 
(3)-The total does not indicate the sum of the true values in a range of cells, instead it shows the 
number of times a theme is mentioned by each participant. If a participant mentioned a theme twice, I 
only counted it once. 
The table shows the most frequently mentioned themes in response to different 
questions about health. The themes illustrated in the table were used to develop a 
model consisting of the components of health. Using the themes, different 
components of health were conceptualised. Firstly, the most frequently mentioned 
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themes for each question were specified. Secondly, the number of times a theme 
mentioned by participants was estimated. For instance, in response to question ‘what 
does health mean to you in general?’ the theme ‘functional ability’ (FA) was 
mentioned seven times, ‘Absence of disorder’ (Abs) six times, ‘Spiritual aspect of 
health’ (Spir) three times, and so on. I shall now explain the components of the health 
framework and the way the components are developed in detail. The following 
diagram shows a framework of health and its components. 
Diagram 4.1: Components of health 
 
HOLISTIC COMPONENT OF HEALTH 
The themes 'harmony', 'health is both emotional and physical', and 'integrated' 
can be categorised in one group called 'holistic'. A thematic analysis shows that the 
terms 'interaction' (you are healthy physically and mentally. A person must have these 
two aspects which interact with each other), 'integration' (health means good co-
ordination between body, brain (mind) and nerves; I can't separate these aspects of 
health), and wholeness (I consider all aspects of my health status. I pay attention to 
all physical, mental and social aspects of health and then think) are predominant in 
the texts. The themes together could form a holistic component of health in Iranian 
culture. 
Components 
of health
DualisticHolistic
Spiritual
Oppositional
Comparative 
& relative
Operational
Social
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Health as a holistic concept is not new in the health sociology literature. As 
stated by Coward (1989) current understandings of health tend to be much broader 
than simply the lack of disorder or avoidance of illness. The terms 'harmony' or 
'balance' between body, soul, mind, and emotion, 'having satisfactory level of 
relationships with others and with the society as a whole', 'feeling good', and 'looking 
good' have appeared in health studies for many years. 
Knight (1979) suggests that health is "harmonious integration of the person 
within oneself and within one's society, nature and cosmos". Cox (1998), an 
Australian author, points out that well-being should be measured by a combination of 
social, economic, and subjective indicators such as relationships, and trust. Similarly, 
for some of the participants in the current research, health was seen as an entity that 
involves balance, harmony, and equilibrium. It seems such an entity has parts and 
dimensions working together leading to a status where the person feels balanced. 
These parts are complementary; they work and interact with each other. A respondent 
said: 
• "General health means an integration of physical and spiritual health which 
differentiate a healthy person from non-healthy one.". 
The above direct quotation conveys a number of concepts or themes that in 
turn shape the holistic approach of health. When one of the interviewees said: "Health 
is a combination of physical and non-physical health", he is thinking about a set of 
elements or components of health which have some kind of combination. And when 
another person says: "If one of these aspects of health (physical, mental, and social) is 
disturbed, the health status of the person is in risk", the speaker is implying a 
combination of different parts and integration amongst them. This integration seems 
to be a dynamic process as can be inferred from the quotation. 
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The concept of wholeness and holistic orientation of health is stated by one of 
the respondents plainly when he says: 
• "…these physical and emotional aspects are inter-related because if one of 
them is disturbed, it will affect one another. This is very normal that when 
someone gets distressed (nArAhat ), or suffers from a pain, his bodily condition 
will be affected as well which lowers the bodily functioning and vice versa." 
The participants also recognise their status of health by talking about the 
dimensions of their health status. This way of thinking about health is also holistic 
because people tend to perceive health as an integrated construct which is explained 
through what it constitutes. When a woman was asked how she sees her health in 
general, she responded: 
• "I'd say I am eighty five percent healthy at the moment and fifteen percent 
unhealthy. Out of this fifteen percent, five percent is related to my physical 
condition and ten percent is related to my emotional health condition…". 
Although she is not talking about 'parts', 'combination', or 'integration', her 
response shows she has divided her status of health into proportions and sections 
implying that this person thinks of health as a construct with its embedded parts. 
Other interviewees gave similar responses. A respondent said: 
• "I am healthy because I am healthy both physically (bodily) and emotionally.". 
The study carried out by Good, et al. (1981) suggests that "Iranian conceptions 
of disease and illness may be characterised as constituting an integrated theory of 
disease". According to Good (1977a:29) Iranian medicine including health care 
specialists and lay persons is shaped by three high traditions of medicine: Galenic-
Islamic, sacred, and cosmopolitan. Good (1977a) writes: 
"Classical humoural medicine, continuous through the Greek, Arabs, and Persians, 
provides the basic structure for physiology, images of illness, and therapy. In 
simple terms, illness is conceived as arising from an excess or deficiency of the 
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humours or the basic qualities (hot-cold, wet-dry), and therapy is directed at 
restoring the equilibrium characteristic of an individual's nature (tabe'e). Sacred 
medicine is grounded in the cosmology of the Qur'an and the Tradition (Hadith), 
from which are drawn the images of jins (spirits) and evil eye as agents of disease, 
and the logic of healing through the power of sacred words, the breath of holy man, 
or the manipulation of impurity. Sacred medicine is also based on the Hermetic 
tradition of astrology, alchemy, letter magic, and divination." 
It would be very contentious if I apply all the observations suggested by Good 
to the sample of Iranian population in this study, as the results of investigations of 
illness do not necessarily fit into those of health. Moreover, the populations under 
study in Good's research and this current dissertation are very different. However, as 
it can be found from the themes extracted, for Iranians there are 'healths' which exist 
not only 'a health'. 
The Iranian's holistic view of health could be framed by the traditions of 
medicine mentioned. The Islamic sciences in the context of Iran were a combination 
of rationalistic medicine and clinical observation which was closely linked to 
astrology and alchemy. This is why Avicenna (Ibn Sina) "the prince of physicians", 
not only was one of the greatest medical theoreticians and physicians of history, but 
also was a philosopher, Gnostic visionary reciter, and a mystic. During the era of the 
great Islamic history, Islamic scholars developed a cosmology based on the Greek 
sources, Islamic convictions derived from mystical and Quranic elements and the 
Middle Eastern Hermetic or wisdom (Good, 1977b). To Avicenna (Ibne Sina), there 
are four humours and their subsequent qualities which control a balance within the 
physiology of human beings. These include blood-hot and moist; red bile-hot and dry; 
phlegm-cold and moist; and black bile-cold and dry. The balance between the four 
humours and their qualities shapes temperament, as the physical structure of a person. 
Avicenna (Ibne Sina) thought of the heart as not only a physiological organ, but the 
seat of the emotions and regulator of the animal health, by which "spirit" mediates 
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between the mental and the physical (Khan, cited in Goodman, 1992, p:47). Good 
(1977b, p:191) believes that the Iranian cosmology and its components provide the 
framework for mystical thought and Persian poetry in Iran and shapes popular health 
beliefs among Iranians. Avicenna (Ibne Sina) has played a key role in this regard. To 
Avicenna (Ibne Sina), the body, mind, and soul made up the whole personality of 
humans (Zafari, 1991). Given this description, although Avicenna (Ibne Sina) did not 
use the term holism, it can be assumed that his health model was holistic where the 
components that constitute human beings are integrated and interact with each other. 
Avicenna's (Ibne Sina’s) beliefs still exist in Iran today and it is possible that the 
participants' holistic view of health is rooted from the Iranian/Islamic traditions of 
medicine. 
A further explanation might lie in the Iranian worldview and its components of 
which religion and Islam is a part. 
Islamic thought: An overview4  
Islam is based on the worldview of towhid, namely "unitarianism". Towhid in 
the sense of oneness of God is accepted by all monotheists. Towhid means regarding 
the whole universe as unity, instead of dividing it into this world and the hereafter, the 
natural and the supernatural, substance and meaning, spirit and body. This worldview 
presents a unity between three separate hypostases-God, nature, and humans. 
Although they all have the same direction, will, spirit, motion, and the same life, it 
does not mean they all are the same in essence and quality (Shariati, 1979:82-87). 
The developmental process of humans starts from its animal soul and moves 
towards its perfection. The human being is initially a material being from which its 
                                                          
4 I have adopted Shariati's (an Iranian and Muslim sociologist who was martyred in 1977) explanation 
of an Islamic worldview since I found it the most relevant.  
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soul originates, evolves, and becomes independent. As can be inferred from the 
meaning of 'perfectionism', it implies that the ratio of a being to the independency is 
in proportion to its level of perfection. The perfect person is one who is more 
emancipated from the world outside (microcosm) and within (macrocosm) himself. 
This person is able to control these limitations effectively and of course, relatively 
(Mutahhari, 1979:15). 
Alongside 'perfectionism', is the idea of 'khudi', that might be defined as 'ego' 
and 'self' (Haq, 1979:517), emphasising one's consciousness of her/his potential and 
its development and expansion through a never-ending movement and activity. Each 
of us is aware of a reality within oneself that one interprets as "They" and this 
awareness exits continuously within human beings. While body accepts all the 
characteristics of matter, "self" is free from them. Nevertheless, both have close 
relationships in a way that one relies on the other (Tabatabai, 1975:163), and this 
could explain a group of mental illnesses that are affected by and associated with 
physical status. 
In Islamic approach "spirit" and "body" are considered to be separate, 
ontologically, with a particular "essence". However, they are seen as one, 
epistemologically, influencing each other actively. Islam draws attention to the idea 
that "spirit" is an immaterial being with particular nature, attributes, and functions and 
so "body" has particular features, and nature. Therefore, neither medical orientation to 
the nature of man nor spiritual consideration is sufficient, if applied separately. 
Islamic thought views human beings as a multidimensional creature of God. 
According to this doctrine, humans are two-dimensional; one dimension tends towards 
mud, lowliness, sedimentation, and stagnation while the other aspires to the loftiest 
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imaginable point possible. Therefore, humans are composed of two contradictions-
mud and God's spirit (Shariati, 1982). Shariati (1982) also believes that God has given 
human beings knowledge, intelligence, free will and responsibility. Given this 
overview of Islamic thought on the nature of human beings, Islam looks at individuals 
as the "whole person" whose body, mind, and the heart are inter-related. Therefore, in 
the area of health, Islam's approach to healing is an eclectic one which implies one is 
to use the best of every discipline so that the health of the individual will be 
preserved. This is consistent with the worldview of towhid (unitarianism) as 
explained above. 
In summary, the traditions of medicine and the Islamic worldview provide the 
framework for Iranians in their way of thinking about cosmos, nature, and human 
being. Health beliefs are also part of life which could be framed by the worldviews 
held. Participants in the current study who viewed health from a holistic viewpoint are 
likely to be influenced by the traditions of medicine in Iran which was elaborated by 
Ibn Sina and Islamic thought. 
SPIRITUAL COMPONENT OF HEALTH 
The themes spiritual and tranquillity were used to construct the spiritual 
component of health. Health is viewed as an individual interpretation; a subjective 
construct that has a meaning only for the person who develops it. People seem to be 
talking about an abstract concept which may not be identified with physical measures. 
It might be considered as a personal perception of health and quality of life that is 
unique to individuals. Such a feeling varies from person to person, as it is a personal 
interpretation of health viewed from an individual standpoint. Participants pointed out 
that they have grown spiritually; they were relaxed; felt happy and satisfied with 
herself or himself, and felt positive. "ArAmesh" (the Persian term used can be 
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translated into English as "inner peace", "calmness", "relaxed", "comfort", and 
"tranquillity"). I have chosen 'tranquillity' as the closest English term to "ArAmesh" as 
it puts the emphasis more on spirit and its freedom from disturbance. The Webster 
dictionary defines tranquil as "free from agitation of mind or spirit" which is what is 
meant by ArAmesh in the Persian language. Whatever the nature of this health, it is a 
personal and subjective state of health which is experienced by the person and it 
depends on personal interpretation. As can be seen in the following quotations, 
participants either use the term ArAmesh, tranquillity, or spiritual and these sentences 
were coded under one category/node because they were conveying a similar theme. 
Participants responded: 
• "I think human beings have an inner potential (energy) and if one reaches to 
the source of this energy, one is able to create an inner entity (environment) 
that challenges the outer entity or smooths the outer entity. The reason that 
most of the time we are distressed or we get hurt emotionally is that we can't 
find a way to reach that outer entity; we can't challenge that, we can't solve our 
problems, when I am settled spiritually (ArAm) I see it as good health." 
• "…if I am healthy spiritually , it means I am able to tackle the pains I have. 
This is a criterion though, it is true that I need to be healthy physically and I 
have no physical pain, it is more important to me to be healthier spiritually so 
that I can get over the difficulties in life. Spiritual aspect is more vital to me as 
physical problems can be cured by spiritual health…"  
Tabari (cited in Omeri, 1997) recognises the elements of the Iranian 
worldview as magic, religion, mysticism, and theology. As stated by Omeri (1997, 
p:7) Iranians are a sentimental and poetic people who appreciate the arts and the 
beauty of nature. Mysticism and spiritual values are predominant elements in Iranian 
life and thought. 
The history of Iran blended with the history of Islam for some centuries and 
the majority of Iranian people accepted the religion of Islam. Religious beliefs, 
mysticism and Iranian's perspectives are so merged that is sometimes impossible to 
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separate one from another. For Iranians, religion has always been a central element. 
Some people regard religion as a way of breaking from "self" and unification with 
Allah (asceticism and mysticism) as displayed by Sufi asceticism. There is ample 
evidence in the Persian history and literature which indicates how significant religion 
has been for Iranians. Sharif (1966, pp:1392-3) points out that Iran became the leader 
of the thought after the conquest of Persia by the Arabs in the seventh century because 
of both rich Persian culture and Islamic thought. 
The poems written by MevLanA (1207-1273) are a clear example of reflection 
of mystical thoughts in the Persian literature and culture. MevLanA is one of the great 
spiritual masters who was the founder of the Mevlavi Sufi order, a leading mystical 
brotherhood of Islam. His poems have always been a major source in Persian 
traditional music. The following are some examples of his poems. 
Who Says Words with My Mouth? (Translated by Coleman Barks, Coleman, B., 
1995:2) 
All day I think about it, then at night I say it. 
Where did I come from, and what am I supposed to be doing? 
I have no idea. 
My soul is from elsewhere, I'm sure of that, 
and I intend to end up there. 
 
This drunkenness began in some other tavern. 
When I get back around to that place, 
I'll be completely sober. Meanwhile, 
I'm like a bird from another continent, sitting in this aviary. 
The day is coming when I fly off, 
but who is it now in my ear who hears my voice? 
Who says words with my mouth? 
 
Who looks out with my eyes? What is the soul?  
I cannot stop asking. 
If I could taste one sip of an answer, 
I could break out of this prison for drunks. 
I didn't come here of my own accord, and I can't leave that way. 
Whoever brought me here, will have to take me home. 
 
This poetry. I never know what I'm going to say. 
I don't plan it. 
When I'm outside the saying of it, 
I get very quiet and rarely speak at all. 
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On the Threshold (Translated by Star, Star, J., 1997)  
O lovers, O lovers, 
    heaven’s drum calls my spirit and says, 
    It’s time to leave this world. 
 
Look! 
The camel driver has risen, 
The caravan is about to leave. 
He says, "Forgive me for waking you . . . . 
But why, O pilgrim, are you asleep? 
Before you and behind you 
    the camel-bells are ringing. 
It’s time to go. 
 
With each passing moment 
    a soul sets off to find itself. 
From the stars, 
    suspended like candles 
    from the blue vault of heaven, 
    wondrous souls have appeared 
    and the Unseen has revealed itself. 
 
The revolving spheres have lulled you 
    into a deep sleep. 
Beware of this floating life. 
Beware of this weighty slumber. 
 
O heart, seek the King of Hearts. 
O friend, seek the Eternal Friend. 
 
O watchman, be wakeful – 
    the whole city could be lost 
    if you fall asleep! 
 
Tonight, amidst the shouts and din of the city, 
Amidst the light of candles and torches –  
Tonight this fecund world 
    will give birth to eternity. 
 
You were dust and now you are spirit. 
You were ignorant and now you are wise. 
The one who brought you here 
    will bring you still further. 
Your pain will become your pleasure 
    as He draws you near. 
Don’t be afraid – 
His flames are like cooling water. 
To give your soul life is His sacred duty, 
To break your binding chains is His only mission. 
 
O foolish puppet, popping up from your box, 
You call out to the world, 
    This is mine! 
How long will you jump up? 
If you don’t bend your neck 
    He will bend it for you! 
 
You put others down 
    and spin a web of deception. 
O imposter, 
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You think God is a plaything in your hand? 
 
O donkey, you belong with the straw. 
O cauldron, you deserve to be blackened! 
O outcast, 
    you deserve to be at the bottom of a well! 
 
    "In me there’s another force 
    that gives rise to these harsh words. 
    Scalding water 
        is caused by fire, not water." 
 
I have no stone in my hand, 
    no argument with anyone. 
I put down no one, 
    for I am as sweet as a bed of roses. 
 
That Supreme Source speaks through me.  
It has given you a hint – that is enough. 
 
Now let me sit here, 
    on the threshold of two worlds, 
Lost in the eloquence of silence. 
It is not surprising why health perceived as hardship has a vital spiritual 
dimension taken by some of the participants in this research, given the fact that the 
Persian culture becomes less meaningful without its mystical and spiritual component. 
The term ArAmesh denotes a state where the person feels s/he is free from any 
disturbing element, whether it is mental, emotional, or physical. The importance of 
the spiritual aspect of health and its effect on health in general was stated by 
respondents: 
• "Spiritual account is a central element and it is a foundation for other aspects 
of health; spiritual aspect is something we must rely on, it is one of the needs of 
human beings, we cannot ignore it." 
• "These spiritual aspects are like food or antibiotic for our soul and spiritual 
aspect is a requirement for this soul. People might define spiritual aspect 
differently but one thing is for sure and that is it affects our emotions directly.". 
• "…I mean the way people behave in their house could affect our status of 
health, because these kind of things are not materialistic rather we Iranians 
believe in spiritual aspects or morals. Nearly ninety nine percent of Iranians 
believe that we live under one roof and this is important no matter what kind of 
furniture we have…". (female participant) 
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'Living under one roof ' is an expression which is used to show the importance 
of 'we' instead of 'I', and also to reflect the idea of unity because what is necessary is a 
family who live together peacefully. To the participant this status is a spiritual factor 
that impinges on people's status of health. 
Some of the participants seemed to be talking about religious thoughts or 
rituals as spiritual which is quite explicable given Persian culture and history. Some of 
the interviewees responded: 
• "…It is true though that mystical and religious aspects are important in 
themselves and there are people who get relaxed by praying which helps them 
to feel balanced emotionally and mentally and in turn makes them live more 
comfortably…". 
• "Health (salAmati) means everything; in my opinion, it is the best blessing of 
God which was given to human beings. 
The meaning of health and its role in people's lives turns health into a spiritual 
concept where health is viewed as the best blessing of God. Such an idea appears to be 
valued cross-culturally. 
The relationship between religion and physical health has been reported in the 
literature. Ellen L. Idler (1995) pointed out that people turn to religion in times of 
trouble including the crises of serious illness. Religion may play a positive role when 
people are faced with a traumatic experience. 
As we will see later in this chapter, the participants have applied their religious 
and philosophical thoughts when talking about pain and its meaning as a spiritual 
growth. Pain gains a positive meaning and there is some purpose in having pain in 
daily lives. And I believe pain as a way through/by which we grow originates from 
Gnostic (erfAni) orientations such as the Sufi order that exists in the Persian culture. 
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Corbin (1960) believes that whatever the source of the development of the Gnosis in 
Iran, every Iranian who has a spiritual culture perfectly well understands the 
connotations of the word 'erfAn'5 (Gnosis). The spiritual and gnostic view of health 
within Iranians could be affected by the prevailing spiritual values in Iranian culture 
and literature. 
DUALISTIC COMPONENT OF HEALTH 
To frame the dualistic component of health, those responses that attributed 
health to either the physical or emotional dimensions of health separately were used. 
There were interviewees who only spoke about the physical, while others referred to 
the emotional (9 of the 21). 
One of the well known approaches to health which has been mentioned in the 
literature (see Curtis & Taket, 1996, pp:24-29 for an historical review of the various 
discourses around health) increasingly is the dualistic approach or separation between 
body and mind. Viewed from this perspective, the concept of health is conceived by 
separating body and mind. Unlike the holistic approach to health which tries to 
integrate bodily and emotional aspects of health, health and its aspects are viewed 
separately and may or may not interact with each other. It is quite interesting that both 
the holistic and dualistic approaches to health are employed by the participants 
interviewed who come from a similar cultural background. There are some possible 
reasons for this observation. Iran has a heterogeneous population including 
AzarbaijAni or Azari, Luri, Kurd, Baluch, Turkmen, and Qashqai groups speaking a 
broad range of languages. It is unknown as to whether these sub-groups have similar 
beliefs and perceptions of health. The researcher has not found any studies describing 
                                                          
5 Although the terms 'spiritual', 'Gnostic', and 'mystical' have different connotations formally, most 
Iranians translate and interpret them as 'ruhi', 'rohAni', and 'erfAni'. 
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health beliefs with Iranian ethnic groups. The participants in this research were from 
different parts of Iran and it is likely that they have brought with them a variety of 
attitudes to health and health beliefs. 
In addition, there seemed to be some differences between participants in the 
themes mentioning the physical aspect of health according to gender and age (detailed 
in chapter 6). Therefore, it is likely that the existing variables within the sample 
population in this study such as age and gender have had an effect on the way health 
and its aspects were perceived. 
• "I think I am healthy when I have no physical or mental problems 
(nArAhati)…". (female respondent) 
The separation between mind (mental) and body (physical) is demonstrated by 
using 'or' instead of 'and' in the above quote. The following quotes show a dualistic 
approach of health as expressed by the participants: 
• "If you are asking me what is my health and if I want to think about my 
physical health I should say I am very sick physically. But I think about this a 
lot and I am not sick emotionally." 
This person thinks dualistically as it is defined in this section. She implicitly 
tries to say "if you are talking about my 'physical health' (as one part of my health 
condition) I am very sick, but if you are asking about my 'emotional health' (as 
another part of health condition) I am not sick". 
Another female interviewee, aged 60, said: 
• "I think I am very healthy physically…but my problems (nArAhati-hA) are 
emotional/mental. One of these concerns is getting old and I say to myself what 
will happen when I get very old…". 
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This woman also draws a line between two aspects of her health status, that is, 
physical and emotional aspects of health. 
Although the interviewees did not use the term dualistic, there is some 
evidence from which such an approach can be derived. For instance, in responding to 
questions relating to pain, participants appeared to be talking about their health 
condition from a dualistic point of view. Some of the participants talked about 
physical pain while others described emotional pain. The following are a few 
examples: 
• "Pain is very easy (to recognise). When a part or an organ of your body aches, 
this is called ache; when a person has a headache…" 
• "Pain implies bodily pain mostly…" 
• "When someone's soul is sick, s/he feels a heaviness on her/his hand and s/he is 
not able to use it very efficiently; s/he might have a headache and the person 
can't read a paper. All these sicknesses originate from a (sick) soul…" 
Speaking about experience of pain, some mentioned physical pain. 
• "Well, I can say I have had physical pains such as toothache and the pains I 
had when I was in labour…" 
• "The bone of my hand was fractured four times and it was very painful…" 
In addition, some people pointed out their emotional pain: 
• "Over the last few years that I have been here, I have been under a lot of 
emotional pressures…" 
• "The most devastating emotional pain I have experienced here was the death of 
my father; I suffered a lot for about one year…" 
It seems tiredness has two different aspects to the people interviewed, each of 
which has it own features. Khastegi (tiredness), is the Persian word people use to 
express their tiredness and exhaustion whether it be physical or emotional. What is 
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evident from the texts of the interviews is the notion of dividing one health condition, 
that is tiredness, into two separate parts, physical and emotional. Therefore, it is 
always expedient to ask an Iranian 'Are you tired physically' instead of 'Are you tired' 
since tiredness conveys two corresponding meanings. Describing feeling of tiredness, 
some of the respondents spoke about physical while others mentioned emotional 
(mental) tiredness. 
• "When I feel tired, I don't have a lot of energy to do things; my body is weak…" 
• "I hardly get tired, tiredness is related to physical aspect…" 
• "I don't get tired physically and I get tired emotionally most often; I am not in 
the mood…". 
I discussed earlier that holism is part of Iranian life and the question which 
needs to be answered is 'If dualism exists in the Persian culture, how could both 
holism and dualism be incorporated into the culture?' There is some evidence that 
shows dualism was a feature peculiar to Iranian religion in ancient and medieval times 
(Encyclopedia Iranica, 1993, by Gherardo Gnoli).  
Gnoli (1993) argues that dualism in Zoroastrian6 doctrine should not be 
considered as opposed to monotheism; rather, it can be seen as 'monotheism itself in 
two opposite and contrary aspects'. Sharif (1966, p:1392) also argues that the 
Zoroastrians welcomed Islamic faith because they found many similarities between 
their faith and that of the new one, Islam. For instance, instead of AhurA MazdA and 
Ahriman, they found Allah and Iblis; and they also have their angels and demons. 
Another example of coexistence of dualism and holism in the Persian culture could be 
                                                          
6 Zoroaster was believed to have lived during 600 B.C. in Persia. Current estimates have revised this 
date to anywhere between 1500 B.C. and 1000 B.C., or even earlier. This makes Zoroastrianism one of 
the oldest monotheist world religions. According to Boyce (1979, p:29) " Zoroaster was thus the first to 
teach the doctrines of an individual judgment, Heaven and Hell, the future resurrection of the body, the 
general Last Judgment, and life everlasting for the reunited soul and body.” 
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Shariati's (1982) conceptualisation of the nature of man in Islamic thought. The author 
describes mankind composed of two contradictions-mud and God's spirit (dualism, 
my emphasis) who needs to live at equilibrium (holism). 
The above explanation of the possibility of dualism within holism in Iranian 
culture and life does not necessarily mean that the participants constructed their health 
beliefs based on this proposition. However, I presume that such a framework creates 
broader theoretical avenues for Iranians to think about health related attitudes. Viewed 
from this perspective, Iranians may allow their thoughts oscillate between dualistic 
and holistic thinking of health while conceptualising the construct of health and its 
related components. This might be one of the reasons why those participants who 
perceived health holistically, also talked about its dimensions dualistically. For 
example, a participant who said, "health is a combination of both physical and mental 
(emotional) health", also suggested that "in response to a question 'what aspects of 
health count most to me', I would say, first, I think about the physical aspect of my 
status of health and then the mental aspect". As we see, while his first statement about 
health presents a holistic approach to health, his second response tends to separate the 
two physical and emotional aspects of health putting more emphasis on the physical 
than the emotional. 
It should be mentioned here again that the factor of gender could have affected 
the number of times the holistic and dualistic components of health have appeared in 
the texts. Of the 21 participants, 7 males and 6 females presented a holistic (physical 
and mental) definition of health, while 3 males and 9 females talked about the 
physical or emotional dimensions of health separately. In other words, gender might 
have been a factor in the way respondents perceived health. 
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SOCIAL COMPONENT OF HEALTH 
The themes including social and familial relationships and the host society 
were categorised with the social component of health. The social and supportive 
elements of life have always been central to Iranian life. Friendships are of great 
significance. One of the highly respected values in Iranians' life is having a good 
relationship and being loyal to each other. Jalali (1982) states: 
"Friendships are very important. They often begin in school and are close, intimate, 
and of long duration. Friends remain loyal and are likely to meet regularly, make 
mutual demands, have high expectations of each other, and exchange favours. 
There is also a large circle of less intimate friends and acquaintances on whom a 
person relies and who are an important part of Iranians' social and professional 
life."  
According to the researcher's personal experience, Iranians have close family 
relationships and it is quite rare to see parents placed in nursing homes or residential 
care. In almost all Iranian families, even if a member of the family gets married, s/he 
would not feel separated from the original family, rather everybody sees the marriage 
as one way of expanding his/her own family. It is not surprising to see why a social 
theme has appeared in this current research. The participants reported having a good 
relationship with people as one aspect of health. People tend to think about health as a 
status which can be achieved through a social life, social interactions, social 
relationships, and helping each other. Therefore, the status of health as expressed by 
the respondents is blended with social dimensions of health. People in the study also 
use the term 'social health' (salAmati-e-ejtemAee), and 'social limitations' which affect 
their status of health. Whenever the participants mentioned these words or such 
meanings I coded them in the 'social aspect of health' category. 
Ahmadi and Ahmadi (1995 cited in Ahmadi & Tornstam, 1997) consider the 
family institution as a determining function in the Iranian society which constructs the 
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social structure. In Iran, the family values are regarded as primary compared to those 
of the individuals. Ahmadi and Tornstam (1997, p:197) point out that the family not 
only plays a role in the life of Iranians, it also has an impact on their social life. The 
family provides social security for their members. The institution of the family is not 
considered merely as emotionaly supportive, rather it also functions as the life 
insurance of its members by providing economic, social, and emotional support. 
The Persian term 'khAnevadeh' (family) conveys a broader meaning than the 
concept of 'extended family' implies (Ahmadi & Tornstam, 1997). In this sense, there 
is no separation as such between members of an Iranian family which might include 
married and unmarried children, who may live separately. The concept of children 
leaving home after a certain age, unlike families in Western culture has no meaning. 
Mature boys have usually more freedom and authority than girls in leaving home. It 
happens that girls leave home but in circumstances such as studying at a university 
not located in their city. Although the process of modernisation has affected the life 
style of Iranian families in modern cities, family ties, and relationships have remained 
unchanged and parents and sisters have regular visits. When someone has a nArAhati 
(problem), it seems all members of the family have this nArAhati (problem). An 
individual problem becomes a family problem because it is 'family' that is one of the 
core components of the Persian culture. 
The following responses support the notion of society and its impact on the 
conceptualisation of health: 
• "…society influences our behaviour and our understanding of what is health. 
The way my family and my parents define health would have a definite impact 
on the way I understand health, even our relatives, neighbours and society in 
general". 
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The above quotation illustrates how the definition health is shaped by society. 
The participant, who was a thirty-eight year male, points out other elements 
influencing his views of health such as family, relatives and even neighbours. Such 
social structures are part of Iranians' lives and play a key role in their life span. 
Neighbours are also one of the primary component of Iranians' social lives. In Iran, 
mainly in less modernised cities, neighbours are part of a big family. They can be a 
good source of information if someone is seeking a person in an area. People residing 
in an area, most likely, would know almost everything about each other. The response 
quoted above is an indication of the linkages of these social elements. 
It seems the meaning of health for Iranians has its own social and cultural 
components. Lipson and Meleis (1983) suggest that the meaning of Middle Eastern 
and other immigrants' health and illness behaviour can only be understood within their 
cultural context. 
The literature on migrants’ health identifies a large range of factors related to 
the susceptibility to development of mental illness such as the cultural composition of 
the receiving society and the reception by the host society (Minas, 1990, p:264). The 
attitudes of the mainstream and the nature of the reception by the host society have 
been considered to be among the factors contributing to the mental health of 
immigrants (Minas, 1990). In line with the literature, some of the participants in this 
research have reflected similar observations, given the fact that most respondents 
were Iranians who had migrated to Australia. The attitude of the host society to 
migrants is likely to have an impact on their health status and their perception of 
health.  
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Interestingly, none of the study participants mentioned the factor of socio-
economic status in relation to definition of health or their status of health. This, 
however, doesn’t necessarily mean that the findings of this research refuse the 
possible association between people’s perception of health and the class dimension of 
health.  
OPERATIONAL COMPONENT OF HEALTH 
The theme functional/physical ability that was discussed under the heading 
'indicators of good health' was the central element of an operational component of 
health. Bodily functioning, ability to do things, physical abilities and fitness, were 
important for the participants. Looking at the themes implies that the concept of 
health is an operational construct for them as 'health' finds its meaning in the context 
of functionality of their body. Participants suggested how their body functions and 
how their physical organs are supposed to function. The operational dimension of 
health as expressed by the Iranians in this research indicates that it may be a concept 
of health that can be found across cultures. The studies on health undertaken in 
Western cultures (see Morse, 1987; Keller, 1981; Pierret, 1993; Williams, 1983; 
Herzlich, 1973; & D'Houtaud & Field, 1984) have all reported the theme of functional 
ability. 
The participants in this study considered the physical dimension of health as a 
prime aspect in their frame of reference given the fact that physical health and bodily 
functioning categories have appeared most often. 
The emergence of an operational component of health in the texts could well be 
related to the educational level of the participants. Of the 21 participants interviewed, 
15 had a university degree. It is a fair interpretation that since most of the 
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interviewees were highly educated (either graduated from Australian or Iranian 
universities), their academic training had an influence on the way they conceptualised 
health and its aspects. In other words, a higher level of education may have made the 
participants more 'medicalised', to use Cornwell's (1984) word. It could well be the 
case that people with tertiary education articulate a richer mix of concepts.  
OPPOSITIONAL COMPONENT OF HEALTH 
The oppositional component of health resembles the theme 'absence of 
disorder'. The term 'oppositional' is used here only to exemplify the method by which 
participants made sense of their own understanding of health. According to Collins 
Cobuild dictionary (1992) 'logic' as a noun means "a method of reasoning that 
involves a series of statements, each of which must be true if the statement that comes 
before it is true". Logical, however, as an adjective means "of, relating to, or in 
accordance with dialectical method; practicing, devoted to, or employing dialectic". 
People use oppositional methods in their analysis of statements and events 
most often, particularly in black and white situations. Once I saw a newborn baby, I 
said "what a gorgeous baby boy", the mother responded, "it is not a boy" and I 
apologised and said, "she is so gorgeous". I employed a simple logic, if the baby is  
not a boy, it must be a girl. This type of logical thinking is used also in more 
intellectual efforts such as thinking about health and its definition by referring to 'not 
being sick', or 'absence of disorder'. It seems people tend to conceive of health 
through negating (contrasting) its opposite state which is not healthy. Thus, the 
concept of health is more likely to be an equivalent to the term 'absence of disease' or 
'no sickness'. The respondents seemed to be thinking about whether they were sick or 
not in replying to questions such as 'what would you say about your health in general' 
or 'what would you say about your physical health'. It is a logical technique people 
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apply to describe their own status of health, that is because I am not sick, I must be 
healthy. We see the theme 'absence of disease' in the research studies on health in 
Western literature. The theme resembles what Herzlich (1973) has called 'health-in-
vacuum', Williams (1983) 'absence of disease', D'Houtaud and Field (1984) 'not to be 
sick', and Pierret (1993) has categorised as 'health means not being sick'. It appears 
that the oppositional method of conceptualising 'health' is universal and held by 
people across cultures. 
We can clearly see these individual's line of thinking and exploration of their 
own health status. Having or not having a health related problem helped them 
recognise whether they were healthy. It is a way of looking at the concept and 
definition of health and Iranian participants in this study were no exception in this 
respect. It is worth mentioning here that this oppositional method and its application 
to people's perception of their health is the term I have created to conceptualise 
possible approaches that people use to define health and the status of their health.  
COMPARATIVE & RELATIVE COMPONENT OF HEALTH 
According to the texts of the interviews, there were some elements which 
make the concept of health comparative and relative. These include societal norms 
and age. Some of the participants suggested that health is conceptualised by 
comparing their health status to others (comparative) and relating their understanding 
of health to the way the society and individuals view health (relative). It seems 
participants try to position their status of health by conceptualising what is normal and 
what is not normal. For instance, a person said:  
• "Social aspect of health is important, we find something normal when the 
society tell us that it is normal, the majority say this is normal. Therefore, 
society influences our behaviour and our understanding of what is health. The 
way my family and my parents define health would have a definite impact on 
 136 
the way I understand health, even our relatives, neighbours and society in 
general." 
The participant suggests that he would define health in relation to what is 'the 
normal definition of health' as constructed in the society. 
The use of comparison as a method of evaluating one's functional abilities is 
not new in the literature. Years ago, Festinger (1954) suggested that people compare 
themselves with other people to assess their abilities when objective standards are 
unavailable. The term 'social comparison processes' and its application in the area of 
health psychology has been mentioned frequently in the literature on psychology (see 
Buunk & Gibbons, 1997). The method of comparison with others as used by a sample 
of Iranians in this research is commensurate with the literature in western cultures. 
To sum up, the themes that emerged from the in-depth interviews provide a 
framework of health consisting of the holistic, dualistic, spiritual, social, oppositional, 
and comparative and relative components of health. The analysis of the texts indicates 
that the participants used one or a combination of the components when constructing 
the concept of health or when assessing their status of health. I have argued that the 
Iranian worldview and its elements (including religion, mysticism, and theology) with 
the traditions of medicine enhanced by Ibn Sina should be considered as the basic 
principle underlying health related beliefs and values that Iranian populations hold. 
Summary: different accounts of health 
The intention throughout this chapter has been to explore Iranians' accounts of 
health. In doing this, first health and illness in the Persian language and culture were 
explained, and then an analysis of the texts of the in-depth interviews was used to 
develop a framework of health. The framework of health is comprised of the 
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components of health that have been mentioned by the participants. According to the 
framework, the concept of health has various components that is, holistic, dualistic, 
spiritual, operational, social, oppositional, and comparative and relative. It was 
assumed that the main principle underlying Iranians' discourses of health is rooted in 
Iranian worldview and its dimensions including religion, mysticism, and theology 
along with the traditions of medicine taught by Ibn Sina. 
These accounts of health provide a background against which the dimensions 
of the SF-36 and Iranians' response to them can be assessed. 
The next chapter analyses the texts in relation to the constructs included in the 
SF-36. The themes which emerged from the texts of the in-depth interviews for these 
questions were used. The application of the items of the SF-36 with a sample of 
Iranian will be discussed and relevant recommendations will be made. 
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CHAPTER FIVE 
AN ANALYSIS OF THE SPECIFIC HEALTH RELATED CONSTRUCTS OF 
THE SF-36 
INTRODUCTION 
This chapter aims to explore the themes associated with the constructs built 
into the SF-36 in order to analyse their usage with a sample of Iranian population. The 
chapter describes the SF-36, its dimensions, and the items of the SF-36 and then it 
analyses responses to the concepts built into the instrument among a sample of 
Iranians. It also examines these concepts against the background of beliefs about 
health in an Iranian population provided in the previous chapter. Finally, the chapter 
provides recommendations concerning the administration of the SF-36 within an 
Iranian group. At the end of the chapter, the modes of administering the SF-36 in an 
Iranian population and participants' responses will be discussed. The central intention 
of the chapter is to explore how the sample understand the concepts identified in the 
SF-36 and examine the appropriateness of the SF-36 in relation to its usage with a 
sample of Iranians. 
Background to the SF-36 
This section provides an overview of the SF-36, its dimensions and 
corresponding items. The overview is considered to be useful for the purpose of 
analysis of the themes excerpted relating to the SF-36. 
The SF-36, a short form with 36 items, is designed to fill the gap in health 
status measurements between lengthy surveys and coarse single-item measures (Ware, 
1996). The SF-36 yields scores on eight dimensions of health and summary physical 
and mental health measures. These summary measures are obtained by summing up 
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the most highly related scales. The measurement also provides a self-evaluation of 
change in health during the past year. The following table describes the eight 
dimensions of the instrument and its associated questions: 
Table 5.1: The SF-36 and its dimensions 
 
Items      Dimensions   Summary 
     Measures 
3a. Vigorous activities    Physical Functioning (PF) 
3b. Moderate activities 
3c. Lift, carry groceries 
3d. Climb several stairs 
3e. Climb one flight    
3f. Bend, kneel 
3g. Walk more than one kilometre (one mile in the US version) 
3h. Walk half a kilometre (several blocks in the US version) 
3i. Walk 100 metres (one block in the US version) 
3j. Bathe, dress  
 
4a. Cut down time    Role-Physical (RP)  Physical 
4b. Accomplished less        Health 
4c. Limited in kind 
4d. Had difficulty  
 
7. Pain-interfere     Bodily Pain (BP) 
8. Pain- bodily pain 
 
1. EVGFP rating     General Health (GH)* 
11a. Sick easier 
11b. As healthy 
11c. Health to get worse 
11d. Health excellent 
 
9a. Full of life      Vitality (VT)* 
(pep/life in the US version)* 
9e. Energy 
9g. Worn out 
9i. Tired 
 
6. Social-extent     Social Functioning (SF)* 
10. Social-time 
 
5a. Cut down time    Role-Emotional (RE)  Mental 
5b. Accomplished less        Health 
5c. Not careful 
 
9b. Nervous     Mental Health (MH) 
9c. Down in dumps 
9d. Peaceful 
9f. Felt down (Blue/sad in the US version)* 
9h. Happy 
 
* Note-Significant correlation with other summary measures (Ware, 1996). 
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A single score is collected for each of the eight dimensions. The responses to 
the items relevant to each dimension are scored and summed. The eight dimensions of 
health measure the two major concepts of health: physical and mental. The physical 
health dimension evaluates the dimensions 'Physical-Functioning (PF)', 'Role-Physical 
(RP)', 'Bodily-Pain (BP)', and 'General Health (GH)'. The mental health dimension, 
however, measures the scales 'Vitality (VT)', 'Social-Functioning (SF)', 'Role-
Emotional (RE)', and 'Mental Health (MH)'. Three of the dimensions (Vitality, 
General Health, and Social Functioning) have correlations with both the physical and 
mental health components (Ware, 1996). 
In 1989, the National Centre for Epidemiology and Population Health 
validated and used the SF-36 for the first time in Australia. The current research used 
an Australian form of the SF-36 (Epidemiology & Health Information Branch, 
Queensland, 1994) released by the Queensland Health Department in 1994. The items 
that were modified in the Australian form of the questionnaire were marked with an 
asterisk in the above table (5.1). 
It is worth mentioning here that the analysis of the findings of this research 
does not intend to challenge the content of the dimensions of the SF-36, rather it 
attempts to explore avenues whereby the validity of the concepts and items of the SF-
36 could be kept intact. For instance, the analysis of the texts does not concern the 
nature of the dimension 'mental health' as defined by the SF-36. Furthermore, it is not 
known what is meant by 'mental health' in the SF-36. The chapter does not detail the 
domain 'General Health (GH)' as it was discussed fully in the previous chapter; rather 
it summarises the relevant analysis on the domain. 
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In parallel with the SF-36, this chapter is divided into two sections. While 
section one deals with the physical health dimensions, section two is concerned with 
the mental health dimensions. 
SECTION ONE: THE THEMES RELATING TO THE PHYSICAL HEALTH 
DOMAIN OF THE SF-36 
This section explores and analyses the themes of the texts that are related to 
the dimensions 'Physical-Functioning (PF)', 'Role-Physical (RP)', and 'Bodily-Pain 
(BP)' detected by the physical health measure. 
Physical Functioning (PF)-(items 3a-3j of the SF-36) 
Vigorous activities  
The SF-36 asks whether or not respondents' health limits 'vigorous activities 
such as running, lifting heavy objects, or participating in strenuous sports' (item 3a). 
Participants in this study were asked to explore the concept 'vigorous activities' and to 
suggest to what extent such a question is appropriate with a sample of Iranians. 
Participants in this context talked about whether both men and women in Iranian 
culture are engaged in vigorous activities such as lifting heavy objects. The texts of 
the in-depth interviews have provided evidence that confirms differences between 
men and women concerning their sport related activities. Of the twenty-one 
interviewees, twenty have pointed out that in Iran women do less sport and vigorous 
activities than men. Some related this discrepancy to the position of women in the 
Persian culture and the role people expect them to play. A respondent stated: 
• "…people do walking but not always. Running as a kind of sport is not done 
although people may run. It is the job of men to lift heavy things; women may 
do this if a male is not available…". 
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Some of the respondents suggested that the social responsibilities that people 
take in Iran might be different according to location. Iran is a multifaceted society and 
people may engage in social activities that are quite specific to a given sub-culture. 
For instance, whilst in some places lifting heavy objects is considered as an 
acceptable task for women, it might be seen as unusual in another part of Iran. As an 
interviewee mentioned: 
• "It makes a difference where you are asking the question about activities in 
Iran as in north Iran it is women who work more than men; women do farming 
and cultivating and men go to the city for work. People do physical activities 
but they may not do sporting activities…". 
In Iran, although women and men might prefer to walk and do their daily 
routines such as shopping, it is not done for the purpose of 'sport' as such, given the 
fact the structure of bazaars in most cities in Iran requires a long walk for shoppers. A 
respondent said: 
• "People might do walking but not for the sake of sport, therefore in Iran a 
question asking about walking needs to be modified in a way that it seeks 
information on whether or not people do walking as a sport.".  
In the case of running, except in a few cities, it seems it is not a very common 
activity in Iran. A respondent simply said: 
• "…running as a kind of sport is not done although people may do some 
running…". 
Some of the respondents mentioned that sporting activities are not as popular 
as they are in Western cultures. It seems the activities which question 3(a) of the SF-
36 intends to measure, are not undertaken in Iran often by women and men across the 
country. In other words, question 3(a) of the SF-36 may not measure what it is 
intended to measure unless vigorous activities, which are common in Iran, are used in 
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translation from English into Persian language. Analysis of the texts also reveals that 
it is of great significance to know in what locality the question is asked as Iranians 
across the continent come from different cultural backgrounds. 
Analysis of the findings indicates that the component Physical-Functioning 
(PF) of the SF-36 (see table 5.1 in this chapter) might not capture 'the limitations in 
physical activities because of health problems' in Iranian culture. The activities 
mentioned in the questionnaire, as discussed, may not be common across the region 
and respondents may not understand such activities. The items 3a to 3j of the SF-36 
should be translated into Persian using 'activities' which are appropriate in the Iranian 
culture. Doing this will improve the validity of the item when it is used in an Iranian 
population. 
Role-Physical (RP)-(items 4a-4d of the SF-36) 
Physical health 
As discussed in the previous chapter, physical health was conceptualised fully 
by the participants. NArAhati-e-badani/jesmi (physical health) was described as one 
of the components of health in this sample of Iranians. Some of the participants 
perceived physical health as a separate concept from other elements of health, while 
others did not. Looking back at the holistic and dualistic components of health 
described in the previous chapter would be sufficient to show that the nArAhati-e-
badani (physical health) is understood in the Iranian culture. However, two 
participants suggested that Iranians would not respond to a question inquiring into 
their physical aspect of health. A participant said: 
• "I don't think Iranians answer this question…" 
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Why would Iranians not want to answer a question which is related to their 
physical health? The issues of privacy, gender, and relationship could explain such 
reluctance. An interviewee stated: 
• "…the response to such a question is dependent on gender and the rapport 
between an interviewer and an interviewee…". 
It seems the participant is talking about the issue of trust between the parties 
involved in the conversation about physical health matters. 
However, most participants believed that Iranians would speak about their 
physical health problems. For example, a participant said: 
• "…the Iranians would talk about their physical health because they complain 
about their health problems a lot…" 
This statement affirms the notion that the Iranians draw a line between what to 
tell and not to tell about their physical health ailments. Using this interpretation, the 
items 4a-d of the SF-36 which assess the limitations in usual role activities because of 
physical health problems, seem appropriate in the Iranian population. These items do 
not ask people to talk about their physical health problems; rather they seek people's 
assessment of their physical status of health. For instance, item 4b of the SF-36 asks 
"During the past four weeks, have you accomplished less than you would like as a 
result of your physical health?".  
Nevertheless, there is one issue which should be considered here. As Pliskin 
(1992) noted, there are people in Iranian culture that somatize their nArAhati or anger 
because it is not appropriate to express it verbally or nonverbally. In particular, private 
problems (nArAhati-e-shakhsi) are expressed in the form of bodily problems such as 
headache, backache, or digestive problems. In addition, physical and             
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emotional problems could not be recognised always separately as these two aspects of 
health are inter-related and integrated. The items of physical and emotional health in 
the SF-36, like all general health self reports, might be misleading in an Iranian 
culture in that they may not be able to explore separate dimensions of health in the 
way they are designed to do. Therefore, the items 4a-d of the SF-36 are valid if an 
Iranian respondent does not mix up physical ailments with all kinds of problems 
(nArAhati). Although, the term physical health is recognised and translatable fully in 
the Persian language, complaining about physical health problems does not 
necessarily mean that a person is suffering from a physical ailment. In other words, if 
an Iranian responds positively to the items 4a-d of the SF-36, it might be misleading 
as the person might have emotional problems which are expressed through bodily 
health complaints. 
Bodily Pain (BP)-(items 7&8 of the SF-36) 
Pain and its aspects 
Pain is one of the health-related concepts which has been subject to 
considerable investigation (see chapter two). As discussed in chapter 2, pain can be 
perceived differently across cultures and may not be value free. People of different 
cultural backgrounds may talk about their experience of pain differently. 
This research with a sample of Iranians also shows that pain is a multi-
dimensional concept. The research explored whether such dimensions of pain might 
be specific to the Persian culture. The SF-36 (item 7: During the past four weeks, how 
much did pain interfere with your normal work, including both work outside the home 
and housework?, and item 8: How much bodily pain have you had during the past 
four weeks?) detects pain, its interference with people's normal work, and the physical 
aspect of pain. 
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The nature of pain 
Some of the participants seem to be describing pain by analysing its nature. 
Dard (pain) is the general term used by Iranians, which has a broad meaning in 
different contexts. The word dard, as a noun, connotes a number of meanings each of 
which needs an adjective to clarify it fully. Iranians may refer to the term dard 
knowing what they mean by using such a word in the context of the conversation. In 
particular, the use of adjectives such as emotional and physical with dard, as a noun, 
makes the content of dard much more specific in a conversation. 
Dard is one of the core idioms used in the Persian poems especially by mystic 
poets such as MevLAnA (1207-1273). The mystical aspect of the meaning of dard 
(pain) is highly respected in the Iranian culture. The phrase 'dard caused by separating 
from God' has appeared in Persian literature extensively which denotes a suffering 
which helps people grow. Through such a suffering, which is not necessarily a 
physical hardship, the soul of the individual purifies. 
There is also an application of the concept of pain (dard) in the Persian 
language which may not be translatable into English easily. Sometimes dard, with 
social as an adjective, is used to convey the meaning of anguish, agony, and suffering 
as a result of a social disorder whether it be a natural disaster, or even corruption 
within the society. The use of the word 'dard' this way may not be common among 
less educated Iranians, but it is a familiar term for educated people. 
Insofar as the application of the term dard (pain) in the Persian culture is 
concerned, people may define it in a number of ways. The following concept map 
shows how Iranians who participated in this study used the word pain (dard). The 
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diagram contains circles each of which representing a dimension of the concept of 
pain. A person may have one or a combination of these dimensions. 
 
Diagram 5.1: pain (dard) and its dimensions 
 
 
Pain is both physical & emotional 
A number of participants viewed pain (dard) as a holistic construct within 
which two aspects of pain, physical and emotional, are merged. As we will see, 
participants try to analyse the concept of pain from different angles and pull them 
together. The following statements indicate that pain is conceived as a concept both 
physically and emotionally. 
• "Pain means 'dard'. One aspect of the pain, I think, is a bodily pain such as 
toothache, headache, and an abdominal pain, another aspect of pain is 
emotional or 'ruhi' which people experience in their life. This kind of pain is 
very important too…" 
• "In general, there is a pain called physical such as a headache which is caused 
by an illness or a stress. And there is also an emotional pain which some 
people have experienced…" 
There were also people who adopted a dualistic perspective in describing pain. 
The interviewees were exploring their understanding of pain according to two 
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separate sides where each has its own features. The two sides of pain mentioned were 
physical and emotional. 
Pain as a physical concept 
Some of the participants mentioned a physical aspect of pain or they put more 
emphasis on a physical component of pain. To these people, the physical dimension of 
pain triggered them initially when responding to a question in relation to pain. 
• "Pain is very easy (to recognise). When a part or an organ of your body aches, 
this is called ache; when a person has a headache…" 
• "Dard-pain-appears when different bodily organs are not functioning well. 
This status is caused mostly by nerves…". 
Pain as an emotional concept 
There were individuals who spoke about pain as an emotional pain. This kind 
of pain is related to the unpleasant feelings caused by being hurt emotionally, or by a 
factor which interferes with an inner peace. A woman said: 
• "Pain is something that I relate to 'ArAmesh'(tranquility) and 'ArAm-budan' 
(being tranquil). I always say that if someone has a problem, it is associated 
with an inner (daruni) problem, because physical problems (materialistic 
problems)… will be solved sooner or later, but a person's inner problem, which 
s/he has been brought up with, would last.", 
The respondent is aware of two different dimensions, physical and emotional 
(a dualistic perspective), and her interpretation of emotional pain appears to be based 
in the view that the inner side of human beings dominates the outer (biruni) side. 
Thus, an inner problem which can be manifested as an emotional pain would last 
longer than a physical problem. This statement is also echoed by a participant who 
said: 
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• "… the more severe the pain is, the more it has an effect. I think emotional 
pains are more damaging…". 
• "… there are pains which last longer such as the death of people who are close 
to you; for instance, I have two experiences where I lost my two brothers… 
those experiences will not be forgotten and I think they are the deepest 
emotional pains…" 
Social pain (anguish) 
Two interviewees used the term 'dard-e-ejtemAii'-social pain- as one account 
of pain. 
• "I don't know whether you have heard about this word, social pain. You may 
not be able to find this word in English. In Persian language, we say 'dard-e-
ejtemAie '-social pain-whether it is a corruption such as bureaucratic 
corruption, or it is youth addiction; it is called a social pain…" ( male 
participant). 
• "In my opinion, there are physical, mental and social pains. Social pains 
include economic inequalities and many (social) difficulties which exist in the 
different countries. When you compare our social problems with those of 
Australia, everything becomes painful; we understand how we suffer pain 
(unlike Australians)… ". (female participant) 
These two statements reflect a deep feeling of anguish that is caused by a 
problem within the society. The problem seems to affect all members of the 
community in a sense that an individual problem becomes a collective problem. In 
this situation, poverty does not affect only a family, instead it makes everyone in the 
community feel pain, and this is called social pain. The SF-36 does not distinguish 
types of pain and it seems that it puts more emphasis on physical pain than the 
emotional or the social concept of pain.  
Pain as a warning 
To some people interviewed, pain was considered as a warning which helps 
them recognise that something is going wrong in the body. Pain is an experience 
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which is part of everybody's life. It is a stimulus which warns the person who is in 
pain that s/he needs to seek help. A female participant stated: 
• "…a disturbed organ is introducing itself to you through pain; when your 
appendix doesn't get painful, you wouldn't know there is something wrong with 
your body…". 
Pain and spiritual growth 
As mentioned earlier, one of the aspects of pain in Persian culture is its 
spiritual meaning which is reflected in Iranian poems and literature. Hardship and the 
role it plays in spiritual growth may not be peculiar to the Persian literature. The use 
of hardship and tackling it are part of daily words that Iranian parents teach children. 
When a child falls on the ground and gets a few scratches, most Iranian parents say: 
"get up and do not cry, it makes you grow up", as the expression is. As far as the 
existing literature on Iranian's health is concerned, the roots of 'pain as a spiritual 
growth' in the Iranian culture are not documented fully. A respondent stated: 
• "I think there are pains which help us grow as human beings. We become the 
centre of the universe (we become selfish) when we are in a pain which is 
personal. This personal pain would overthrow us because it is related to my 
'self'; it is me who is in pain. If I exit from my 'self' and broaden my world, I 
will nourish and grow (spiritually)…". 
In this spiritual view, self connotes a negative attribute of personality which 
needs to be dissolved with the other aspects of universe, if a person wants to grow. It 
seems this aspect of pain is positive and rewarding. One of the participants defines 
spiritual pain as enjoyable. He says: 
• "There is a pain which is enjoyable and Europeans have the same concept but 
our culture (Persian) has more of these (concepts). For instance, beating the 
chest or beating the back with chains (in religious rituals). When we–Iranians-
beat our back with a chain, our skin turns black but we do not feel any pain; it 
seems we enjoy this and this feeling is related to the fact that all the community 
are beating their back with a chain…". 
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Iranians look at the meaning of pain in different ways. The meaning of pain 
can also be interpreted differently according to the context of the conversation. The 
combination of the words del (stomach or gut) and dard (pain) forms the word dard-
e-del which might be conceived a physical gut pain, an emotional pain, or even a 
spiritual pain. Dard may also be used in the Persian language in the place of the word 
nArAhati , as described in this chapter. A respondent said: 
• "There are terms in our (Iranian) culture each of which has its own expressions 
and meanings. For example, dard-e-del (stomach-ache), but what does this 
mean?; this does not mean 'stomach-ache', rather it means something else. 
Therefore, the meaning of 'dard' depends on the way we look at the word 'dard' 
", 
The recognition of pain 
In addition to the nature of pain, the participants interviewed explained how 
pain is recognised. From the analysis of the texts, it seems that the way people in this 
project have recognised pain is closely related to how pain is perceived. 
The concept map below shows how different types of pains were recognised 
by the participants. 
Diagram 5.2: The types of pain and their corresponding way of recognition 
 
 
 
Some of the participants mentioned 'appearance' as a medium by which they 
recognise a person in pain. It can be suggested from the texts extracted that people 
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were talking about physical pain in particular. According to the texts, physical aspects 
of pain are recognisable through facial or other physical signs. A person said: 
• "… the signs of a physical pain include face, voice or groan, and the colour of 
skin changes…". 
Emotional pain, in contrast, can not be identified easily. One of the 
respondents stated why an emotional problem is kept secret: 
• "In our culture (Persian), people hide their problems, they do not communicate 
openly as in Western cultures; we tend to hide our problems because we are 
afraid of people knowing that we have a problem…". 
As Iranians may hide their emotional pains and problems, this makes it 
difficult to recognise such pain. The issue of privacy and the fear of revealing 
emotional problems in the Persian culture may justify why such a feeling is not 
demonstrated easily. A respondent asserted: 
• "… most people tend to hide their emotional pain and you notice it after talking 
to the people… ; I think we have a culture which prevents us from revealing 
our (emotional) pains; we are not used to talking about our pains; talking 
about pain is humiliating or probably we have not been allowed to talk about 
our pains…". 
One of the reasons that might be an impediment to disclosing emotional 
problems and pains among Iranians more openly is the issue of 'mistrust'. Mistrust is 
the theme that is widely articulated within Iranians' conversations about each other. 
As Beeman (1988) noted, in the Persian culture, there is a distinction between 
intimates and non-intimates and thus communication is affected considerably by 
social relationships. An interviewee stated: 
• "I think, one of the issues which prevents us from talking openly is our inner 
personality. We think the person we talk to may use our words against us later 
on. This is about privacy. You and me are not able to talk freely and such 
problems affect us.".  
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There were people who pointed out that pain could also be revealed through 
communicating. Some interviewees have also mentioned rapport where a close 
relationship exists between the individuals involved in a conversation. Having said 
this, it becomes clearer why emotional pain may be disclosed through talking and 
communicating with intimates. A respondent said: 
• "An emotional pain can't be recognised unless you are close to the person or 
you know him/her.". 
Pain and its effect 
Responses to question fifteen of the interview schedule which asked, 'How is 
pain likely to affect a person's daily activities?' provided more information on the way 
the interviewees perceived pain. Of the twenty-one participants interviewed, 
seventeen people mentioned 'low functional ability' as a theme which affects daily 
activities of an individual in pain. 
Low functional ability 
According to the texts derived from the in-depth interviews, pain in both 
physical and emotional form, will have some effects on a person's daily activities one 
way or another. It seems pain, in general, connotes a negative aspect impinging on 
people's functionality as expressed by the respondents interviewed. The following two 
quotes imply that both physical and emotional pains are considered impediments to 
the functionality of a person: 
• "A physical pain or an emotional pain makes a person tired, exhausted; the 
person can't do her/his job; s/he is not successful; s/he is not able to 
concentrate on her/his work…" 
• "…it does not matter what kind of pain it is, physical or emotional, the extent to 
which a pain affects a person depends on the severity of the pain; even if the 
pain is not so severe that it paralyses the person, it disturbs the person in doing 
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daily activities; it disturbs the person's life; her/his progress is not good 
enough…". 
The interaction between mind and body may be reflected in the way people 
talk about their experience of two different aspects of pain, which is physical and 
emotional. A respondent stated: 
• "The extent to which a pain affects you, depends on the severity of the pain; the 
trauma caused by a bad news such as the death of your father is the most 
severe pain that a person might suffer; such a pain affects your body;… if I 
receive such a bad news, sixty percent of my bodily functioning wouldn't 
operate…". 
As can be seen, while suffering caused by receiving bad news is regarded as 
an emotional pain (mind), bodily functioning (body) is associated with the bad news 
as a source of emotional pain. 
Mood and pain 
Pain also affects our mood. Some of the respondents identified pain and its 
affect on an individual's mood. According to the quotes below, it seems it is an 
emotional pain which makes people be 'in a mood'. 
• "… a person who is in pain likes to sit in a corner and crouch; s/he is in a 
mood; when I am emotionally sick, I can't see beauty…" 
• "When I have a fight at home with someone or I have a problem that I can't 
solve, I am in a mood; I can't wake up in the morning cheerfully…". 
A few people also mentioned 'diet and sleep disturbances' caused by pain. 
Such responses confirm that pain, in general, was recognised as a negative concept. 
The pattern drawn of the themes in relation to pain and people's own 
experience of pain provided a concept map similar to diagram 5.1. The main themes 
included physical, emotional, both physical and emotional, and spiritual aspects of 
pain. 
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Experience of pain (physical) 
• "I've had a lot of experience; fracture of a bone and things like that…". 
Experience of pain (emotional) 
• "The most devastating emotional pain I have experienced here was the death of 
my father; I suffered a lot for about one year…". 
Experience of pain (both physically and emotionally) 
• "The bone of my hand was fractured four times and it was very painful; … but 
emotional problems and pains last longer…". 
Experience of pain (spiritual growth) 
• "… you have to know the background of a person to recognise how the pain 
has affected her/him; … apart from pains which lower a person's functionality, 
there are pains which nurture you; … we see mystics who ask for 'pain' 
because they purify their souls by suffering pain; they improve /enlighten their 
soul better this way…". 
The analysis of the texts also indicates that the respondents were more 
comfortable in recalling the physical pains they experienced than the emotional ones. 
This observation is consistent with the nature of the Persian culture, and the issues of 
mistrust and privacy within this culture. As mentioned earlier, it is not always easy for 
an Iranian to express her/his own emotions and feelings to someone with whom a 
close relationship has not been built. 
An analysis of the themes pertaining to pain shows that pain is a multifaceted 
concept. The dimensions emotional, physical, social, and spiritual constitute the 
construct pain. Pain was perceived by the sample of Iranians either holistically or 
dualistically. In addition, the analysis of the texts indicates that the way a particular 
type of pain is recognised by the sample of Iranians might be determined by the nature 
of the pain. In other words, if pain is physical, it will be acknowledged through 
appearance, and emotional or spiritual pain through communicating. It was also noted 
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that emotional pains might not be expressed because of the issues of privacy and 
mistrust which exist within the Persian culture. 
It is important to acknowledge the Iranians' accounts of pain when a 
questionnaire such as the SF-36 is administered to Iranian populations. It seems the 
SF-36 employs the content of pain in a way which implies only the physical aspect of 
pain. This does not cover the types of pain (emotional, social, and spiritual) 
mentioned by the participants interviewed. 
The content of pain is an area which is problematic in administering the SF-36 
in Iranian culture. Pain could be a personal, social, and cultural construct which 
requires a cross-cultural adaptability when it is translated into different cultures. The 
items 7 and 8 of the SF-36 aim at the concept of bodily pain. As explored, the word 
pain in Iranian culture connotes bodily, emotional, spiritual, and even social pains. In 
addition, these types of pains might be inter-connected and sometimes people can not 
draw a line between the aspects of pain in Iranian culture. Therefore, I suggest that the 
wording of item 8 of the questions measuring bodily aches needs some modifications 
for Iranian respondents.  
General Health (GH)- (items 1, 11a-11d of the SF-36) 
Health and its components 
Questions 1 and 11(a), 11(b), 11(c), and 11(d) of the SF-36 seek information 
about people's general health perceptions. As discussed in chapter 4 in detail, the 
aspects of health perceived by the sample of Iranians interviewed have both 
similarities and differences with those reported in the literature on health. The 
conceptualised framework of health in the chapter provides evidence that the concept 
of health perceived by the sample of Iranians is broad. In Iranians’ accounts of health, 
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the components of spiritual, emotional, physical, and social are integrated and inter-
connected. The problem which arises is the extent to which the construct of health, as 
constructed in the SF-36, can be applied cross-culturally. This research has challenged 
the comprehensiveness of the elements of health built into the SF-36. The question 
that requires further investigation is the extent to which the SF-36 allows us to include 
locally conceived aspects of health when translating into different languages? In the 
case of Iranian culture, would we be obtaining a general concept of health different 
from what the SF-36 intends to measure? In other words, would the content of health 
and its elements of the SF-36 remain valid once it is administered to an Iranian 
population? The findings of the research are sobering. The way the dimensions of the 
SF-36 are categorised, it seems spiritual and to some extent social aspects of health 
might have been overlooked. Therefore, the SF-36 and its use become problematic as 
it might not tap into the concept of health and its elements fully in Iranian culture. 
SECTION TWO: THE THEMES RELATING TO THE MENTAL HEALTH 
DOMAIN OF THE SF-36 
This section details and analyses the concepts that are related to the 
dimensions 'Vitality (VT)', 'Social Functioning (SF)', 'Role-Emotional (RE)' and 
'Mental Health (MH)' included in the mental health measure. 
Vitality (VT)-(items 9a-9i of the SF-36) 
Being full of life 
The construct 'full of life' is built into the SF-36 (item 9a). It cannot be said 
whether 'full of life' is a value free or a universal concept. It might be a social or even 
a personal construct. One of the difficulties in defining 'full of life' is its embedded 
meaning which might be interpreted differently across cultures. It appears that some 
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of the participants interviewed tended to describe a person who is 'full of life' by 
analysing her/his features. 
The interviewees suggested that someone who is full of life is helpful, hopeful, 
purposeful, creative, content, tranquil, normal, healthy. The phrase 'full of life' 
signifies aesthetic and at the same time spiritual aspects of life. The participants 
seemed to be imagining an ideal/perfect person when conceptualising a person who is 
'full of life'. 
Positive & helpful (4) 
• "Full of life means to be positive because life is something positive; life is not 
negative. Therefore, a person who is full of life is a positive person; s/he is a 
person who wants to help others; solves people's problem; s/he has creative 
ideas…". 
Positive & hopeful (7) 
• "… such a person doesn't get hopeless; does try to do something; if s/he fails, 
s/he will find another way to do things…" 
• "… s/he has a positive approach in her/his life; s/he doesn't get hopeless; 
thinks that s/he lives for many years…" 
• "Such a person is living which means s/he is lively, feels fresh, hopeful, 
purposeful, and feels content. S/he enjoys life, has hope for life…". 
Creative (2) 
• "Full of life means being creative and having creative ideas…". 
Content & positive (9) 
• "…s/he is content; thinks positively about everything; communicates with 
people positively…" 
• "Such a person is happy and wants to see people happy; thinks about 
everything positively…". 
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Tranquil (2) 
• "Such a person lives in her/his peaceful world; s/he is in peace; s/he doesn't get 
distressed (nArAhat), is calm and stable…". 
Normal (2) 
• "Such a person talks normally, and acts normally…". 
Healthy (7) 
Given that it was important to know whether a person who is full of life is 
healthy, such a question should have been included in the Interview Schedule. There 
were, however, seven participants who specifically stated that a person who is full of 
life is healthy. One of the participants said: 
• "… s/he is definitely a healthy person…". 
 
Diagram 5.3: The features of a person who is 'full of life'. 
This diagram illustrates a constellation of the circles presenting the features of 
the concept 'full of life'. A person who is 'full of life' may have one or a combinaion of 
these features. In addition, if we use the framework of health and its components as 
described in the previous chapter, the dimensions of the concept of health can be seen 
to be reflected within the above pattern. The physical aspect of health will be 
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associated with creativity and normality, the emotional aspect of health with positive 
thinking, and being hopeful and purposeful, the social aspect of health with being 
content and positive, and finally the spiritual aspect of health is related to being 
tranquil. 
An analysis of the texts provides information that the sample of Iranians 
interviewed conceptualised 'full of life' as a multifaceted construct including aesthetic 
and spiritual characteristics. It seems mystical and poetic aspects of the Persian 
culture affected the interpretation of this phrase, as expressed by the respondents. 
Consequently, the concept of full of life used in the SF-36 and its application in a 
population of Persians might be problematic in that ‘full of life’ relates to the 
dimension of vitality. 
Energy 
The concept of energy, which is included in item 9(a) of the SF-36 was 
examined in the research. The participants identified 'being functional', 'organised', 
'having positive thought', 'being healthier', 'approachable', and 'helpful' as features of a 
person who has a lot of energy. The following diagram maps out a pattern of the 
features of a person who is full of energy as stated by the people interviewed. 
Diagram 5.4: The features of a person who is full of energy 
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If we look at the above diagram, we might be able to apply the components of 
health that were conceptualised in the previous chapter to the map. 'Organised', 
'helpful' and 'approachable' are the features that can be grouped under the social 
component of health, whereas 'healthier' and 'functionality' may be classified under 
the operational component of health. It seems 'a lot of energy' is viewed as a socially 
oriented construct to the participants interviewed. 
Of the twenty-one respondents, seventeen interviewees described the feature 
'full of energy' as positive, while four people said that it is a vague concept. It was 
also regarded as a feature associated with psychological disorder. A person said: 
• "I think full of energy by itself is neither positive nor negative…". 
Another interviewee responded: 
• "There is also a mental disorder which is associated with 'full of energy', there 
are people who are full of energy and are hyperactive all the time…". 
A participant pointed out: 
• "…this is also a false judgement because these are our criteria and we think 
Mr. X who is down or is not thinking properly, has no energy. Sometimes you 
see people who have energy but they have not had opportunities to show (use) 
their energy; or they see no reason to use their energy. Although 'not having 
energy' implies tiredness, motionless and dislike, there are people who have 
personal reasons not to manifest their energy…". 
It seems 'no energy' does not express a negative meaning for every one. In 
other words, a person who has no energy is seen as someone having a positive 
attribute because s/he has some reason to exercise control over her/his behaviour.  
The analysis of the themes suggests that the definition of 'full of energy' needs 
more clarification for Iranians, as it might be misleading. It seems that the participants 
thought of 'a person who is full of energy' as someone who thinks positively and helps 
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others. The SF-36 classifies the feature 'full of energy' under the dimension of 'vitality' 
which correlates with either the physical or mental health scales. It appears, however, 
that the participants put rather more emphasis on the social and spiritual aspects of the 
term 'full of energy' than the physical or mental dimensions.  
To sum up, the construct 'full of energy', as expressed by the participants 
interviewed, is constituted by the elements positive attitudes, helpful, approachable, 
and functionality. The analysis of the transcripts shows that the interviewees have put 
more emphasis on social aspects of the concept 'full of energy'. The way the sample of 
Iranians perceived health might pose a question of how should the construct 'full of 
energy' built into the SF-36 be interpreted in the Persian language if its original 
meaning is to remain valid. 
Being tired and worn out 
The way respondents spoke about the features of a person who is 'worn out' 
and 'feeling tired' and the analysis of the texts suggest that these two words are 
synonymous. The concepts of 'being tired' and 'worn out' are included in the SF-36 
(items 9g and 9i).  
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The following diagrams compare the features of the person who is worn out 
and the state of feeling tired as understood by participants: 
 
Diagram 5.5: The features of being worn out & of being tired 
 
 
As it can be seen, these two diagrams include similar themes except in one 
feature. Both physical and emotional aspects of the terms 'tired' and 'worn out' were 
the most commonly mentioned themes. Of all the participants, 10 mentioned physical 
dimensions, 5 pointed out emotional dimensions, and 4 stated both emotional and 
physical aspects of the concept 'worn out'. The majority of participants (13 out of 21) 
stated that 'tired' is associated with physical aspect of tiredness, while 2 (before 
probing) and 6 (after probing) considered feeling of being tired as an emotional 
tiredness. 
Some of the respondents pointed out that a person who is 'worn out' tends to 
isolate her/him self from people. It seems 'being worn out' was thought to be a sign of 
being unhealthy. A participant said: 
being worn
out
physical
exhaustion
emotional
exhaustion
emotional &
physical
exhaustion
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physical
tiredness
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• "Such a person tries to isolate herself/himself from people because s/he gets 
suspicious; s/he has given up hope, s/he thinks no one is on her/his side;… s/he 
can't be a healthy person…". 
The analysis of themes indicates that eight participants thought that 'tired' 
could be applied to both physical and emotional tiredness. The following quotes 
confirm how tiredness can be both physical and/or emotional: 
• "…When I get tired, both emotional and physical tiredness are combined; 
emotionally, I don't want to speak with anyone and physically, I need to take 
some rest…" 
• "This depends on what kind of tiredness; sometimes you are tired physically 
and sometimes you are tired emotionally,". 
In general, the analysis of the themes extracted provides enough information 
to show that the Iranians' accounts of 'worn out' and 'tired' follow a similar pattern 
which suggests that both terms are synonymous. In fact, most people interviewed used 
the Persian term khastegy in defining both 'worn out' and 'tired' which indicates the 
two terms would most likely have the same meaning in the Persian culture. The use of 
physical (badani/jesmi) and emotional (ruhi) aspects of worn out and tired apear to 
originate from the notion of body-mind dualism which exists in the Iranian 
worldview. 
In general, an analysis of the transcripts relating to the terms 'being tired' and 
'being worn out' demonstrates that the two words, as with English speakers, were 
interpreted synonymously by a sample of Iranians. Therefore, it seems the two items 
(9g: 'worn out') and (9i: 'tired') of the SF-36 are repetitive and one of them should be 
removed from the SF-36. 
The transposing of the dimension 'vitality' into the Persian language might be 
problematic. Questions 9(a), 9(e), 9(g), and 9(i) of the SF-36 measure the concept 
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vitality including energy and fatigue. An analysis of the themes derived from the 
interviews depicts that 'full of energy' and 'full of life' seem to be associated with a 
social and aesthetic feature of health instead of bodily functioning and vitality. 
Therefore, the items of the SF-36 aiming at detecting vitality might not be capable of 
doing so because of different understandings of the terms 'full of energy' and 'full of 
life'. Having said this, the items of the dimension vitality of the SF-36 should be 
translated from English into Persian using appropriate Iranian local words in a way 
that the essential concept of vitality is maintained. 
The concepts 'being worn out', and 'tired' which have been included in 
questions 9(g) and 9(i) of the SF-36, were recognised by the participants interviewed 
as the term connoting both physical and emotional aspects of fatigue. The term 
khastegy- as a noun means tiredness or worn out in the Persian language- this can be 
used both for physical and emotional tiredness. It is advisable that the adjective 
'physical'-badani/jesmi- be used in conjunction with the word tiredness, if the content 
of fatigue should remain valid during the process of translation of the term from 
English into Persian language. 
Social Functioning (SF) & Role-Emotional (RE)- (items 6 &10; 5a-5c of the SF-36) 
Emotional problems 
The dimensions (SF) and (RE) are discussed here because the items of the SF-
36 associated with both these dimensions ask about the concept of 'emotional 
problems' such as feeling anxious and depression.  
Items 6 and 10 of the SF-36 are designed to measure the dimension 'Social 
Functions (SF)'. For instance, item 6 of the SF-36 asks, "Again during the past four 
weeks, to what extent has your physical health or emotional problems interfered with 
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your social activities like visiting with friends or relatives?". The participants talked 
about the concept of 'emotional problems'. As discussed fully in the previous chapter 
the term 'nArAhati-e-Atefi' (an emotional problem) in the Persian culture can be 
applied to mental, psychological, non-material, and spiritual distresses. 
In the Persian culture, the context determines whether an emotional problem is 
expressed publicly or not. The realms of private and public worlds (this issue will be 
discussed below) play a vital role in the expression of feelings within the Persian 
culture. 
The Persian term nArAhat (an adjective, the noun is nArAhati) is used to 
express emotional problems. According to Good et al. (1985), Iranians use the word 
nArAhati in a wide range of conditions, such as being upset by a conflictual 
relationship, being anxious, or even being severely mentally ill. A participant stated:  
• "Emotional problems can be applied to many things. In the Persian language, 
an emotional problem is something that hurts my heart (ghalb); something that 
makes me distressed. When my heart is hurt, I get an emotional problem…". 
The respondent has pointed out that while the usage of the word 'nArAhatihA-
ye-Atefi' (emotional problems) is broad, she defines it more as a state of being 
distressed and upset emotionally.  
The issue that remains problematic is to transport the concept of 'emotional 
problems' as identified in the SF-36 (items 5a-5c, 6, and 10) into the Persian culture, 
given the complex and broad meaning of an emotional problem.  
Furthermore, items 5a-c (items of the domain RE) of the SF-36 recognise 
depression as an example of emotional problems. As has been explained in the 
previous chapter, 'depression' -afsordegy, gham-o-ghosseh- is a very complex 
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construct in the Persian culture and it could be considered a valued state in Iran during 
periods of religious rituals such as AshurA and ramadhAn. In other words, depression 
does not always convey the clinical diagnosis of depression since there might be 
Iranians who feel ghamgin, but not consider their feelings as emotional problems. It is 
wise to use an alternative term to avoid confusion for Iranian respondents. 
The items 5a-c also use the term 'anxious' to exemplify 'emotional problems'. 
Anxious (moztareb/ negarAn) is a word that Iranians employ in their conversation 
with no reference to an illness. Feeling of being negarAn (worried) could overlap with 
the feeling of being nArAhat (distressed) which might be a normal and valued feeling 
in the Persian culture. For instance when a female participant stated: 
• "…I go out and visit friends, which helps me not to worry about things, about 
anything. I am worried about my children's future and I think about what I 
have left behind…" 
Being worried in the above quotation illuminates a mother's feeling about her 
children which is valued across cultures. In the Persian language, however, the word 
moztareb, anxious, (an adjective; the noun is ezterAbi) seems to convey a more 
pathological concept of being worried or being anxious. Therefore, I suggest that the 
term 'feeling anxious' be translated from English into Persian as 'ehsAs-e-ezterAb' 
instead of 'ehsAs-e-negarAni'. 
Mental Health (MH)- (items 9b-9h of the SF-36) 
Nervous 
Item 9(b) of the SF-36 asks about the construct 'being nervous'. According to 
Collins Cobuild dictionary (1992) 'nervous' as an adjective means "Someone who is 
nervous is worried and frightened, and shows this in their behaviour". In the Persian 
language, the term 'asabi'- as an adjective- is used to express a state of being nervous. 
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The English-Persian dictionary (Aryanpour & Aryanpour, 1991) defines nervous as 
'asabi', as well. 
It seems the way nervousness is perceived by Iranians interviewed in this 
research is not very different from that of people from Western cultures. Of the 21 
participants, 20 recognised 'nervousness' as a negative attribute and only one person 
did not have a clear answer. The responses show that a nervous person is valued 
negatively in this sample of Persians. 
The following diagram depicts the features of a nervous person as a series of 
circles each of which presents a feature. Such a person may have one or a 
combination of these features.  
Diagram 5.6: The features of a nervous person 
Such a person reacts immediately and nervously and also gets angry easily. 
• "…a nervous person reacts nervously; reacts to everything nervously; if you 
say something to him, he gets irritated…" 
• "To use our language, such a person gets enraged easily…". 
 
A nervous 
person
pathological 
feature communication
concentration
inappropriate 
behaviour
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S/he is always worried and anxious. 
• "A nervous person is anxious constantly and is worried about the future; is 
worried about losing something, and about not achieving something…" 
• "A nervous person is worried, is worried about something …". 
Sometimes a nervous person behaves inappropriately. 
• "A nervous person is agitated and shows this status by shouting, moving hands, 
swearing, or attacking…" 
• "Someone whose behaviour is not predictable, and is changing all the time 
which would not help the nervous person's circumstances.". 
Lack of concentration is also mentioned as a feature of a nervous person. 
• "A nervous person…is thinking about what to do; is not able to concentrate 
her/his thoughts, is worried, and is not able to do something about what has 
happened; is not able to control her/his temper and solve the problem…". 
Such a person has problems in communication with people. A participant said: 
• "I recognise nervous people from the way they interact with others; they hardly 
get along with people, …". 
There were, however, two participants who described a nervous person as 
someone who has an illness. One of these responded: 
• "A nervous person has a nArAhati (problem) or a particular mental problem. 
Normal people get nervous but it does take a lot of energy from people and it is 
temporary but a nervous person usually has a certain mental or emotional 
problem…". 
The analysis of the responses relating to nervousness indicates that there is a 
slight difference between the sample of Iranians' perceptions of such a construct and 
those mentioned in English dictionaries such as Collins Cobuild. There were, 
however, two participants who thought of being nervous as a pathological symptom. 
It is advisable to use the word 'negarAn' -worried- in the Persian language along with 
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the term asabi-nervous- to prevent Iranians from interpreting 'nervousness' in its 
pathological form. 
The participants were also asked to explore the features of the opposite state to 
nervousness.  
Calmness 
The most frequently mentioned theme extracted from the interviews relating to 
the opposite state to nervousness, was 'calmness'. The elements of calmness as 
expressed by the people interviewed included patient, peaceful, relaxed, optimistic, 
and healthy. A participant said: 
• "A person who is calm, patient and peaceful; s/he tries to do her/his job very 
calmly; does not get nervous often; calmness is the opposite side of 
nervousness." 
Tranquillity 
Some of the people interviewed pointed out that the opposite state of 
nervousness might be a state of being tranquil (ArAmesh). ArAmesh (being tranquil), 
as it implies, is a feeling of having peace in mind. One of the interviewees said: 
• "I could say calmness, an inner calmness (ArAmesh-e-daruni) because 
nervousness is an internal matter.". 
Khunsard is the term used in the Persian language which means calm. 
Khunsard is a combination of two words, khun (blood) and sard (cold). The meaning 
of khunsard varies according to the context of the conversation. Sometimes it has a 
negative connotation. A khunsard person might mean someone who is having or 
showing little or no feeling or emotion. S/he is apathetic and indifferent to what is 
happening. This attribute is not valued in the Persian culture. Some of the participants 
mentioned this distinction between indifference and calmness. This distinction is of 
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great significance when the SF-36 is used in an Iranian population. One of the items 
of the SF-36 which gauges the mental health problems of respondents is question 9d, 
which asks 'how much of the time during the past four weeks have you felt calm and 
peaceful?'. Given the fact that Iranians might consider 'calm' as being indifference- a 
negative attribute- the word calm in the SF-36 should be translated into Persian in a 
more positive way. Calmness can be translated into Persian as 'ArAmesh-e-ruhi' which 
exemplifies tranquillity, a valued characteristic in the Persian culture.  
Calmness versus indifference 
Two participants said: 
• "… there are people who are too calm that don't show appropriate reactions 
which I think is not normal; a person who is able to recognise the situation and 
act properly, s/he is calm ; it is the opposite state of nervousness." 
• "…calmness does not mean being numb, or indifferent.". 
This analysis of the state of calmness shows how misleading it can be in the 
Persian language and culture when the term khunsard is used in different 
circumstances. Nevertheless, most responses to the question indicate that the opposite 
state of nervousness means calmness to the participants interviewed. 
The participants were also asked to compare a person having a lot of energy to 
a nervous person. According to the texts, a person who has a lot of energy is someone 
who is 'functional', 'positive thinker', 'normal', and 'content'. In contrast, a nervous 
person's main features include 'functional disability', 'worried', 'emotionally disturbed', 
and 'getting enraged easily'. It was also pointed out that nervousness and having a lot 
of energy may not be necessarily contradictory. A person said: 
• "These features are not contradictory because I know people who are nervous 
and have a lot of energy at the same time…". 
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Being down in the dumps 
The construct 'down in the dumps' is built into the SF-36 (item 9c) which asks, 
"And how much of the time during the past four weeks have you felt so down in the 
dumps that nothing could cheer you up?". 
According to the Macquarie Thesaurus (1984), 'down in the dumps' means 
unhappy, cheerless, depressed, rejected, lonely, broken-heart, weepy, moody, 
humourless, and unfortunate. In addition, the Collins Cobuild dictionary (1992) says: 
"if you are down in the dumps, you are feeling very depressed and miserable". The 
expression is colloquial and implies feelings of sadness, depression, and unhappiness. 
The analysis of the interviews conducted shows that Iranians' understandings 
of this phrase are quite similar to the dictionary terms mentioned above. There were, 
however, some differences which might be an indication of cultural differences in 
interpreting the feeling 'down in the dumps'. 
As reported in the literature (Pliskin, 1992; Good, et al., 1981; & Good & 
Good, 1988) sadness, gham or ghosseh, is a deep feeling in the Persian culture which 
can be expressed publicly. Although it is a private emotion, it could be demonstrated 
as it gives the impression of being sensitive and socially responsible in a positive way. 
The terms gham or ghosseh commonly used in the Persian culture may not be easy to 
translate into English as, in Good and Good's word (1988), 'dysphoria' does not 
simply refer to the lack of happiness or pleasure of the individual. Gham or ghosseh is 
also a component of Iranian religious ritual expressed in the form of mourning for the 
martyrdom of Hossein, grandson of the Prophet Mohammad and third Imam of the 
Shia, or Ali, cousin and brother in law of the Prophet and first Imam of the Shia 
during the month of ramadhan. It is a highly respectable emotion for Iranians to be 
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ghamgin (depressed or sad) during these religious rituals. Persian poetry could be seen 
as one of the mediums whereby Iranians express their sorrow by reciting or even 
talking about parts of the Iranian poems. 
Having explained the complexity of the concept of sadness (gham, ghosseh, or 
ghamgini) in the Persian culture, it seems sadness has its own negative and positive 
connotations in this culture. The complexity of gham or ghosseh in the Persian culture 
makes the translation of the item 9c of the SF-36 problematic. The item measures 
general mental health of respondents. The translation of 'feeling down in the dumps' 
into Persian needs to address its social and culturally specific aspects within Iranian 
culture. 
The following themes are extracted from the transcripts relating to the 
participants' understanding of the concept 'feeling down in the dumps' as specified in 
the SF-36.  
Hopeless & empty (nAomidi& tukhali) 
Of the twenty-one interviewees, eleven mentioned a hopeless, worthless, or 
empty feeling.  
• "You can't eat; you don't enjoy recreation; you can't do your daily activities 
properly; you feel lost, hopeless, and empty." 
• "I felt hopeless and it was of no use to live any longer…". 
Another typical feature of 'down in the dumps' reported was a feeling of 
depression. Some of the participants thought if they feel so down in the dumps it 
means they are interested (bi-maile) in nothing. 
• "When I had such a feeling, I was lying down; had no energy to get up; I was 
not interested in doing things such as cooking for kids…". 
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The theme frustration (sar-khordehgy) has also appeared as one of the 
characteristics identifying feeling down in the dumps. Sarkhordehgy is the term used 
in the Persian culture to express a very unpleasant emotional problem engendered by a 
sense of unfulfilled goals, failure, being caught, and disappointment. 
• "Well, it is like a person who has failed and can't do anything about it.". 
There was one participant mentioning sensitivity (hassAssyat) as a feature 
which is associated with the feeling down in the dumps. The person said: 
• "I think such a person is very sensitive but such a feeling is not supposed to last 
very long…". 
HassAsyat is the Persian term used which could signify one of the 
characteristics of a depressed person. A sensitive person (hassAs) gets emotional 
easily and thus is bothered by problems whether they be personal, or social more 
quickly than others. As discussed before, sensitivity is not always seen as a negative 
attribute in the Persian culture since it carries the notion of taking social responsibility 
and responding more easily to it as well. 
Surprisingly, a few of the respondents stated that the feeling 'so down in the 
dumps that nothing cheers you up' could be pathological because it is supposed to be a 
temporary emotion which would not last very long. A person said: 
• "…if someone has this feeling, s/he is sick; s/he is mentally sick…". 
Suicidal 
Some of the interviewees said that 'down in the dumps' means a feeling or 
turning point where people become suicidal. 
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• "I think if someone gets to such a status where nothing cheers her/him up, such 
a person must kill herself/himself…" 
• "… people think they are useless or unwanted; they think no one needs 
them…;… probably one of the reasons people commit suicide is such a 
feeling…". 
An interviewee also suggested: 
• "You feel that this is the end of the world and nothing cheers you up…", 
This quote also indicates the severity of such a feeling which might lead to a 
suicidal attempt or thought. Therefore, it is important to use extreme caution in 
translating the term 'feeling so down in the dumps' into Persian language if the 
original item of the SF-36 using such a construct is to remain valid. 
It seems the term 'feeling so down in the dumps' in English implies temporary 
feelings of sadness which may be interpreted by some Iranians as a severe depression.  
A respondent, however, suggested that such a feeling does not exist because 
one can not become so sad that nothing cheers her/him up. Again, this might be a sign 
of looking at the issue of transforming the meaning of 'feeling so down in the dumps' 
from English into Persian as it can be interpreted in a way that it is not intended to. 
The participants were also asked to translate 'feeling so down in the dumps' 
into the Persian language. The words they considered as equivalent to such a feeling 
included nAomidi (hopelessness), sarkhordehgy (frustration), ghamgini-e-shadid 
(severe depression), darmAndeh (loss), az-ham-pAshideh (shattered) and keshti-e-
shakhs ghargh shodeh (the ship of the person was sunk). 
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Feeling so down in the dumps and its effect 
The following themes emerged from the texts which describe the effects of 
feeling down in the dumps. 
Concentration 
A few people mentioned a lack of concentration or inability to concentrate 
fully as one of the negative effects caused by being so down in dumps. 
• "Well, such a feeling affects a person's daily activities; s/he can't concentrate 
on things;… it lowers the activities of a person.". 
Lack of interest 
One of the implications arising from feeling so down in the dumps which 
influences the functionality of the individual, was lack of interest, as stated by the 
participants. Some of the interviewees mentioned they would be interested in doing 
nothing, if they had such a feeling. 
• "When a person experiences such an emotional turmoil, s/he is not able to do 
things;… s/he is not interested in doing anything…" 
• "Such a person can't look after herself/himself; is not interested in looking after 
her/his body…". 
Low functional ability 
'Low functional ability' was mentioned constantly by participants as it related 
to the affect of feeling so down in the dumps on people's daily activities. It seems the 
words 'daily activities' triggered respondents to concentrate more on their specific 
activities than general and subjective matters. This might be a reason why the theme 
'low functional ability' appeared so often. 
• "When someone thinks that it's the end of the world, s/he is not able to do 
anything…" 
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• "Such a feeling affects a person negatively; when you can't enjoy life, how 
could you do your daily activities effectively?". 
Hopeless 
When someone is so down in the dumps, s/he feels hopeless. There were 
participants who mentioned that hopelessness is caused by this feeling. 
• "If I get such a feeling, I would lose hope in life…" 
• "… such a person is completely hopeless; can't think about anything; s/he is 
hopeless, and miserable…". 
In summary, the participants conceptualised the meanings and components of 
'feeling so down in the dumps'. The analysis of the findings provides information 
which will be very useful in the process of translation of the term 'down in the dumps' 
from English into Persian. A few of the Iranians interviewed interpreted the term as 
indicative of severe depression, suicidal, and pathological feelings. As mentioned this 
phrase would be understood by English speakers as a temporary feeling of 
unhappiness. Therefore, cross-cultural considerations must be taken into account 
when converting the concept of 'feeling so down in the dumps' from English into the 
Persian language. 
Calm and peaceful 
Item 9d of the SF-36 which also measures mental health aspects of health 
includes the construct 'calm and peacefulness'. The analysis of the texts has provided 
information about the characteristics of a person who is calm and peaceful. 
The themes extracted are very similar to those of the opposite state to 
nervousness that were discussed earlier. The following concept map illustrates the 
features of a calm and peaceful person. Again, the circles of the diagram represent a 
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feature of a person who is calm and peaceful. Such a person may have one or 
combination of these features. 
Diagram 5.7: The features of a calm & peaceful person 
 
The participants said that a calm and peaceful person is someone who is also 
communicative and helpful, a social characteristic of such a person. This social 
attribute should be treated as complimentary. It appears that when people were 
describing the characteristics of a calm person as opposed to those of a nervous 
person, they put less emphasis on the social characteristic of a person who is not 
nervous (a calm person) than when talking only about a calm and peaceful person. 
Of the twenty-one participants, twenty people said that the characteristics of a 
calm and peaceful person are positive, and one interviewee only considered such 
features as negative. The texts also provide some evidence that supports a calm and 
peaceful person is someone who is healthy in general. The following statements verify 
such an inference: 
• "Such a person is healthy." 
the features of a clam 
&
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• "This person is healthy emotionally, although s/he may not be perfect 
physically. S/he has a full control over her/his behaviour and thought." 
• "The characteristics of such person help her/him to live longer.". 
The analysis of the texts supports the fact that a calm and peaceful person has 
a healthy mental condition. The main features of such a person were patience, 
calmness, and helpfulness. It seems that item 9d of the SF-36 detecting calmness and 
peacefulness has been interpreted and conceptualised by a sample of Iranians in a way 
which is consistent with the intensions of the questionnaire. 
Happy 
The SF-36 has an item (9h) which asks about happiness. The analysis of the 
texts has provided themes to create a pattern containing the features 'content', 'happy 
appearance', 'outgoing', 'being able functionally', and 'healthy'. The pattern implies 
that a happy person is likely to be healthy which encompasses physical, emotional, 
social, and even spiritual aspects of health. The following diagram depicts the features 
of a happy person. Again, the circles in the diagram presents a characteristic of a 
happy person who may have one or a group of these features. 
Diagram 5.8: The features of a happy person 
a person who 
is happy
content happy appearance
healthy
being able 
functionally
outgoing
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Content 
Some interviewees pointed out that if someone is content (khosh-hAl/sar-e-
hAl), s/he could be seen as a happy person. A participant said: 
• "A happy person is content, s/he makes people feel happy…". 
Happy was also interpreted as 'satisfied' (rAzy). RAzy is the term used in the Persian 
culture to express the feeling of being fulfilled emotionally, or even spiritually, and 
the state of being satisfied. Happiness, thus, could be considered spiritual as well as 
emotional in the Persian culture. 
Happy appearance 
A happy person might be characterised by a happy face, or a smile. It seems 
the appearance and look of people is a symbol of happiness. The following quote 
conveys this: 
• "When you look at the appearance of a happy person, you see s/he is laughing; 
her/his face is bright and shiny".  
Some of the respondents expressed that happiness could not be revealed 
necessarily through appearance. A person said: 
• "…being in a relationship with people helps you recognise a happy person 
because happiness has forms; it is difficult to recognise a happy person unless 
you know the person… some people are able to keep things secret but they 
might be distressed; knowing people helps us recognise whether a person is 
happy or not…". 
Furthermore, an interviewee pointed out that a happy look might not be a 
manifestation of happiness as it could be used to cover up an unpleasant feeling. He 
said: 
 181 
• "…there are times when I don't want to show someone that I got distressed 
(nArAhat) and I do it by laughing and you see this kind of manner in 
Iranians…". 
This statement suggests that the way emotions are expressed in the Persian 
culture, are based on the cultural values and social roles prevailing in the culture. As 
mentioned, some types of emotions are expressed publicly and some are not. The 
issue of expressing emotions in the Persian culture will be discussed in detail later. 
Outgoing 
The analysis of the texts also suggests that happiness could be identified 
through communicating and building up a rapport with people. Some of participants 
stated that a happy person is friendly to people helps others, and makes people happy. 
These characteristics of a happy person, make her/him sociable and outgoing. The 
analysis of the texts indicates that the participants were referring to the social feature 
of a happy person. 
• "… A happy person talks; is friendly; and makes people happy…".  
 
Functional ability and healthy 
A happy person is perceived as a healthy person and someone who is able to 
do things. According to the texts extracted, happiness was suggested to have a 
positive impact on people's health status. As it will be seen in the following quotes, 
happiness is related to the physical aspect of health: 
• "… happiness affects your health status because happiness is a positive 
feature; a happy person is able to do things and the person feels that s/he is 
able to function …" 
• "…When you are happy, you have more energy to function …". 
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The participants' replies were probed as to what they thought was the opposite 
state to happiness. The participants described such a state as 'distressed'-nArAhat- 
'isolated'-kenAr-e-gir-'worried'-negarAn-'sad'-ghamgin-and 'unfriendly'-mardomgoriz. 
The themes that arise from the texts confirm that the interviewees' understanding of 
happiness and its opposite state are consistent. 
In sum, what the analysis of the features of a happy person, as expressed by 
those interviewed, suggests that there might be Iranians who do not want to express 
their happiness to someone they do not know fully. Similarly, such people would be 
reluctant to express their feelings if their identifications are revealed. Since the SF-36 
has questions about feelings, it seems the mode of administering the questionnaire to 
an Iranian population needs to be examined thoroughly. However, the usage of item 
9h of the SF-36 is not likely to be problematic as it does not require respondents to 
talk about or express their happiness. 
The items 9(b), 9(c), 9(d), 9(f), and 9(h) of the SF-36 evaluate general mental 
health. The concepts 'nervousness', 'calmness', 'happiness', and 'depression' are used in 
the items. A semantic analysis of the themes extracted shows that these items are 
translatable into Persian language. The concept 'depression'-so down in the dumps that 
nothing could cheer you up- however was considered by some of the participants as 
the most deep state of depression such as suicidal feeling, which might not be what 
the item is intended to measure. Moreover, as mentioned, depression-ghamgini-could 
be suppressed because it might be regarded as a private nArAhati. It seems the issue 
of trust could play a central role between the parties involved when administering the 
SF-36 to an Iranian population. 
 
 183 
The table below summarises the dimensions and items of the SF-36 and their 
problematic aspects as analysed in the chapter. 
Table 5.2: The items and dimensions of the SF-36 and their problems 
 
Item Domain Problem 
3a- Vigorous activities Physical Functioning Vigorous activities included in the SF-36 are not practiced in 
Iran usually; other activities might be common in different 
parts of Iran. 
4a-d- Physical health Role-Physical Physical health complaint does not necessarily mean physical 
health problem. 
7&8- Pain  Bodily Pain Pain is a multifaceted concept. 
1&11b-11d- Health General Health The concept of health is multi-dimensional. 
9a- Full of life 
9e- Energy 
9g-i- Worn out &tired 
Vitality  
Vitality 
Vitality  
The concept is viewed more as an aesthetical feature.  
Energy may mean spiritual energy. 
Repetitive.  
6&10; 5a-c- Emotional 
Problem 
Social Functioning &  
Role-Emotional 
The concept of emotional problems can be broad that is not 
covered by the SF-36 & the feeling of depression can be 
valued in the Persian culture in certain religious festivals. 
9c- Down in dumps 
9f- Down in dumps 
9d- Peaceful 
Mental Health 
Mental Health 
Mental Health 
A pathological symptom.  
The feeling of depression can be valued in the Persian 
culture. 
Calm & peaceful may connote a negative meaning in the 
Persian culture. 
 
ADMINISTRATION MODES OF THE SF-36 
This section investigates the three commonly mentioned modes of 
administering the SF-36 in the literature on the SF-36. These included interviewing, 
mail, and telephone. The section explores how the sample of Iranians evaluated the 
three modes of administering the SF-36. I shall now analyse the themes pertaining to 
the modes. 
Interview is more appropriate 
Of the twenty-one respondents, fourteen stated that an interviewing technique 
is more appropriate when administering a questionnaire to an Iranian population, only 
three people were not in favour of this comment. 
One of the interviewees said: 
• "…face to face interviewing is more effective in our culture". 
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A person who opposed the interviewing method stated: 
• "…if you ask private questions, people wouldn't respond to you in an 
interview…". 
Given the fact that the majority of the sample supported the use of interview in 
the Iranian culture, and it seems that the interview method, in general, is more 
applicable than other methods provided private matters are not asked. A respondent 
also echoed this conception: 
• "… face-to-face interviewing might be useful and it depends on whether an 
interviewee is comfortable with an interviewer. In my opinion, I think Iranians 
are self-controlled/self-contained; Iranians don't like to talk about their 
personal matters very often…". 
Of the twenty-one respondents, six said clearly that administering a 
questionnaire through the mail with the sample of Iranians is not suitable. One of the 
participants stated: 
• "…writing and the use of letter are not popular in our country for this 
purpose…". 
Six people, by contrast, talked in favour of mail as a mode of administering a 
measurement. A person explained why Iranians would be more likely respond to a 
questionnaire by mail: 
• "…you can't question Iranians using face-to-face interviewing, you will get a 
problem there…; but such people write their personal matters to the relevant 
magazines because they don't know the editor and they will not be 
identified…". 
Again, the issue of privacy is pointed out. It seems that Iranians in the sample 
are reluctant to speak about their personal matters. This is an issue which will be 
discussed thoroughly in the section to follow. 
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Of the twenty-one respondents, four were in favour of, and nine were opposed 
to the utilisation of the telephone as a method to administer the SF-36 in an Iranian 
population. An opponent of telephone interviews said: 
•  "…I know for sure that Iranians wouldn't like the telephone, sometimes they 
get upset because there is a mistrust between people; sometimes people get 
embarrassed or they don't want to talk about their personal matters with 
strangers…". 
Moreover, an interviewee, as a supporter of telephone interview stated: 
• "…there are people who would prefer 'telephone' because they feel more 
comfortable to use it in that they might be shy in the face-to-face 
interviewing…". 
There were, however, nine participants who mentioned the factors which 
might intervene with the process of conducting research in general in an Iranian 
cultural group. These factors included age, gender, level of education, adopting the 
culture of the host society, and the issues of researching. For example, a respondent 
said: 
• I think the Iranians do not like questionnaires in general. It is always difficult 
to make them speak about their problems. Questionnaires are no exception in 
this regard because most Iranians don't express their views…".  
Since analysis of the themes relating to the three modes of administering the 
SF-36 is dependent on the issues of private and public matters, I shall now describe 
these components of the Iranian culture. 
The issues of privacy and publicity in the Persian culture 
One of the basics of Iranian culture, is a separation between two distinctive 
aspects of personal life, that is 'inside' and 'outside'. Situations and issues are seen as 
'inside'-daruni- or 'outside'-biruni- based on personal judgements, or social and 
cultural values and attitudes. The Persian word bAten is also used in place of inside 
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(daruni), to use Beeman's (1988) phrase, while zAher is referred to as outside (biruni). 
BAten or darun is where deeply personal feelings reside; it is the place where people 
seek for tranquillity (ArAmesh), the inner peace and spiritual joy. Darun (inside) in its 
social form is manifested as the household where Iranians feel safe to talk about their 
personal and private matters. It can also be extended to the spaces where an individual 
believes that s/he feels protected, whether it is a friend or a relative's house. The birun 
or zAher is the realm of controlling and reserving true feelings. This is the domain of 
protecting one's public honour and public face. In the Persian culture, zAher, might be 
a world of manipulation and expressing false self-image, and so it is not always 
valued. 
The individual's assessment of a matter and whether it can be placed within 
daruni/bAten/inside or biruni/zAher/outside dimensions determine the expression of 
emotions. A problem (nArAhati) which is considered as private/personal will be 
expressed and discussed only in the inside (daruni/bAten) and with insiders, those 
whom one can trust. As mentioned, what is private and what is public is determined 
by personal and societal values. There are, however, themes which are labelled as 
private in almost all Iranian families such as sexual relationships, family problems, 
and the like. These issues are not discussed with strangers (outsiders). For example, In 
Iranian culture, divorcees are reluctant to talk about their marital histories as it is 
regarded as personal/private which brings an attached stigma. 
Analysis of the texts confirms that the issues of private and public affect the 
way Iranians communicate with each other, and express their feelings. Such analysis 
has provided information which shows the modes of administering a questionnaire in 
Iranian culture are determined by public and private dimensions and the issue of trust. 
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In spite of the fact that the majority of the participants were in favour of an interview 
technique, it seems mail and telephone methods can be used depending on how 
personal a question is viewed, and how safe a respondent feels in exchanging 
information. This analysis and argument can be applied equally well to forthcoming 
analysis of themes because the respondents stated that Iranians would not be likely 
respond to the items of a questionnaire which seek personal matters. The following 
analysis is provided as an example which affirms that how private/public realms in the 
Persian culture affects administering modes of a questionnaire. 
Of the twenty-one interviewees, while fourteen people suggested that Iranians 
would respond to the question in relation to daily activities , seven people stated the 
Iranians would do so if the question is not investigating a personal matter. 
According to the texts extracted, a response to a question which is related to 
physical health could be affected by factors such as gender, privacy, and relationship. 
For instance, a participant stated: 
• "…sometimes it happens that people have a problem with the question 27(b) 
because they don't want to talk abut private and personal matters, they might 
be embarrassed, or they don't like others know about their problems…". 
The participants were asked whether or not Iranians would respond to a 
question associated with anxiety and depression. Analysis of the questions shows that 
the concept brings a stigma with it which makes it hard for people to respond to the 
item. It seems such a stigma attached to mental heath problems prevails across 
cultures. A respondent said: 
• "…there are matters in our Iranian families which won't go outside home, 
things such as mental illness and anxiety…". 
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Of the twenty-one participants, while thirteen stated that Iranians would not 
respond to a question detecting their personal feelings, only one suggested that such 
an item would be answered. Again, some of the participants have pointed out that 
personal feeling falls within the private domain. A respondent stated: 
• "…we don't want others to know our feelings; this is something which is related 
to our culture. I am sure Iranians wouldn't respond to this question easily…". 
Moreover, a person said: 
• "…such a question will be responded to, provided our private/ personal 
matters are not asked…". 
Analysis of the texts supports the fact that once some Iranians find a question 
inquiring about their personal and private matters, they feel threatened and insecure. 
Consequently, a question might not be responded to fully and accurately. It appears 
that such questions could be investigated provided a relationship based on trust 
between the parties in a conversation is built up. The method used in collecting the 
data in the current research also confirms that Iranians become interested in 
participating and talking about their personal feelings, once they feel safe and relaxed 
with the researcher. 
Summary: an analysis of the specific health related constructs of the SF-36 
This chapter was concerned with the perceptions of specific health related 
constructs which were built into the SF-36. For the purpose of analysis, the SF-36 and 
its dimensions were used as a guide. 
The themes relating to the dimensions of the SF-36 and its items were 
extracted and specific concepts embedded in the items were analysed. Using a 
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thematic analysis technique, the texts and themes were categorised and 
conceptualised. 
The chapter also discussed cultural issues which might affect the applicability 
of the SF-36 in an Iranian sample and provided recommendations to enhance the 
validity of the measurement. 
In addition, different modes of administration of the SF-36 among Iranians 
were discussed. The analysis showed that while the majority of respondents thought 
that the SF-36 could be administered to an Iranian population through an interviewer, 
mail and telephone methods were also recommended. It was found that the issues of 
private/public and trust would have an impact on the suitability of different modes of 
administering the SF-36 in an Iranian population. 
Analysis of the items and dimensions of the questionnaire suggest that the 
items need to be transformed from English into Persian using local and culturally 
appropriate terms in a way which maintains the content of the original items. It was 
assumed that the SF-36 and its items might not be able to measure what they are 
intended to measure unless the SF-36 concepts are supplemented by Iranians' 
accounts of health. 
The next chapter is concerned with the quantitative findings of the research. It 
will present the themes in the texts according to the characteristics of the sample and 
examines possible associations between these variables and the themes that emerged 
from the interviews. 
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CHAPTER SIX 
QUANTITATIVE ANALYSIS OF THE THEMES EXTRACTED 
INTRODUCTION 
This chapter describes the characteristics of the sample in this study according 
to the demographic variables of gender, age, educational level, and the length of stay 
in Australia. It also presents and examines the themes in the texts cross-tabulated with 
these variables. Having mapped out the themes, the chapter explores the possible 
associations between the demographic data and the themes that emerged from the 
transcripts.  
Analysis of the demographic data 
Using cross-tabulation, tables 6.1 and 6.2 were created to describe and analyse 
the demographic data collected in more detail (see Appendix D). 
Table 6.1: Description of the sample according to level of education, gender & age 
group 
 
 Level of education & gender  
 Completed senior 
schooling 
Trade or diploma College or 
university degree 
Total 
Age group Female Male Female Male Female Male Female Male 
25-30 1 - 1 1 1 - 3 1 
31-40 - - 1 1 1 2 2 3 
41-50 - - - - 4 5 4 5 
51-60 1 - - - - 2 1 2 
Total 2 - 2 2 6 9 10 11 
 
Table 6.1 describes the sample in terms of educational level, gender, and age 
group. As this figure shows, a higher proportion of the male interviewees (82%), than 
the female (60%) had a university degree. According to the table, the numbers of 
female and male interviewees in the four age groups were quite similar. The table also 
shows that out of 21 interviewees, nine were aged between 41 and 50 and every one in 
this age group had a tertiary education. This means that it is impossible to    
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distinguish the effects of age from those of educational level. Of the 21 respondents, 
the majority (15) were university degree holders. 
Table 6.2: Description of the sample according to level of education, gender & length 
of stay (LOS) in Australia 
 
 Level of education & gender  
 Completed senior 
schooling 
Trade or diploma College or 
university degree 
Total 
Length of 
stay 
Female Male Female Male Female Male Female Male 
1-5 1 - 1 1 3 3 5 4 
6-10 - - 1 - 1 4 2 4 
11-15 - - - 1 2 1 2 2 
> 15 1 - - - - 1 1 1 
Total 2 - 2 2 6 9 10 11 
 
Table 6.2 describes the sample in terms of the length of stay (LOS) in 
Australia, gender and educational level of the participants. As can be seen, of the 15 
participants who had a university degree, six people have stayed in Australia between 
1 to 5 years, five between 6 to 10 years, three between 11 to 15 years, and one person 
has been in Australia more than 15 years. Of the eleven male participants, four males 
have been in Australia between 1 to 5 years, four males between 6 to 10 years, two 
males between 11 to 15 years, and only one male has stayed in Australia more than 15 
years. Of the ten females, five persons have been in Australia between 1 to 5 years, 
two between 6 to 10 years, two between 11 to 15 years, and only one has lived in 
Australia more than 15 years. 
Table 6.3: Description of the sample according to the length of stay (LOS) in 
Australia & age group 
 
  Age group  
Length of stay 25-30 31-40 41-50 51-60 Total 
1-5 4 1 3 1 9 
6-10 0 2 4 0 6 
11-15 0 2 2 0 4 
>15 0 0 0 2 2 
Total 4 5 9 3 21 
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Table 6.3 cross-tabulates the length of stay in Australia and age group of the 
participants. Referring to the table, of the 21 respondents, nine have stayed in 
Australia between 1 to 5 years. Of this age group, four people were aged between 25 
to 30, one between 31 to 40, three between 41 to 50, and one person was between 51 
to 60 years of age. 
QUANTITATIVE ANALYSIS OF THE THEMES EXTRACTED 
NUD.IST allows the researcher to produce tables to compare the coding for all 
of a set of nodes. The table is a useful way to review coding or provide a matrix which 
shows patterns of coding (1997, QSR NUD.IST 4 User Guide). The information 
reported below is obtained through such coding tables. The numbers and data 
extracted should be treated with caution because they indicate only how many men or 
women talked about a particular theme, or how many texts coded by a category 
belong to people who had a university degree. One of the implications of the findings 
presented in this section though would be to direct researchers to design studies in 
order to investigate these results further. 
Differences in themes mentioned according to gender  
Ten females and eleven males participated in the study. In order to investigate 
whether there are gender differences in relation to the themes, I looked at the sixty six 
coding tables (see an example of these tables in Appendix E) produced by NUD.IST 
and sixteen of them were chosen. These tables show how many comments coded at a 
particular category/node belong to women and how many belong to men. The 
criterion to select these tables was the degree of difference between the number of 
males and females whose texts were indexed at the node specified. Since no statistical 
tests were relevant because of the small sample, I mainly used my own judgement to 
choose relevant cross-tabulation. It appears that there were differences in the texts 
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according to gender. Gender differences were found in relation to the following 
themes: 
Good diet 
Of those respondents who talked about good diet as one factor which plays a 
role in people's health status, five women mentioned diet while two men talked about 
such a theme. 
Integrated 
Most women appeared to talk about health from an integrated perspective. 
Eight females and four males mentioned this theme. 
Physical aspect of health 
The participants referred to physical health when talking about health. There 
was a difference between the number of men and women mentioning this theme. 
Seven males mentioned physical health and only three females mentioned such a 
theme. 
Functional ability 
Of eleven males, eight men referred to functional ability whereas three women 
out of the ten women interviewed talked about it. 
Social elements 
To some of the participants, social elements such as interactions, family 
matters, and social norms were significant in relation to health. Six interviews were 
coded at this theme of which five were related to males and only one document 
belonged to a female. 
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Positive 
Some participants indicated that a person who has a lot of energy is positive. 
Six females compared to only one male thought such a person is positive or thinks 
positively. 
Hopeless 
In response to the question "which words/expressions can you use as 
synonyms for 'feeling so down in the dumps that nothing cheers you up' in your own 
culture?", eight males mentioned 'hopeless' while four females referred to the same 
word. 
Limitations 
The interviewees were asked how Iranians respond to questions about their 
relations with relatives. Eight males thought Iranians would respond but in a very 
limited way and two females had similar view. 
Positive & negative responses 
When asked if men and women in Iran go walking, six males said 'yes' while 
only one female said 'yes'. Four women said 'no'. 
It seems women had tendency to talk about certain themes such as ‘integrated’ 
more than men had while male participants mentioned themes such as ‘functional 
ability’ more than females did. 
Differences in themes mentioned according to educational level 
The tables produced by NUD.IST were again used to investigate the question 
of whether there were any differences between participants with different levels of 
education in their answers to questions. Similarly, sixty-six tables were analysed and 
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eight of them showed a difference between participants' educational level and the 
themes indexed at particular nodes. 
The following table shows the distribution of the participants according to 
educational level. 
Table 6.4: Distribution of the sample according to educational level 
 
Educational 
Level of participants 
No  
schooling 
Completed  
primary 
Completed 
 Junior 
Completed 
 Senior 
Trade, technical 
certificate, 
University, 
college 
Other Total 
Numbers of 
participants (N=21) 
0 0 0 2  4  15 0 21 
(100%) 
 
Organised 
The participants identified the features of a person who is 'full of energy'. Of 
the total sample (twenty-one), only five people mentioned the theme 'organised'. All 
the five respondents had a university degree.  
Hidden pain 
The themes 'hidden pain' and 'pain is revealing' were only suggested by five 
university degree holders. 
Outgoing 
Of the total sample (twenty one) only seven people mentioned the theme 
'outgoing' as a feature of a happy person. All the seven people had tertiary education. 
Intervening factors 
Seven documents were coded at the node 'intervening factors'. The participants 
raised the issues which might affect administering a questionnaire to Iranians. All 
these comments belonged to those who had a higher education degree. The only six 
people who thought mail is a suitable method were university degree holders. 
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Sporting culture 
The only six people who talked about the theme 'sporting culture' among 
Iranians were those who had a university degree. 
According to the themes extracted and educational levels of the participants, it 
was more likely that those people with university degrees talked about certain themes 
such as ‘hidden aspect of pain’, and ‘intervening factors affecting administering a 
questionnaire to a group of Iranians’. 
Differences in themes according to the length of stay in Australia 
The following table shows the length of stay categories specified in this study. 
 
Table 6.5: Four categories of the length of stay in Australia 
 
Length of stay (years) 1-5 6-10 11-15 > 15 
Numbers of participants (N=21) 9 6 4 2 
 
Of the 21 participants, nine have been in Australia for one to five years, six for 
six to ten years, four for eleven to fifteen years, and two for more than fifteen years. 
Social element 
Five people mentioned 'social element' as one sign of good health. Of the five 
people, four were those who have stayed in Australia for one to five years. 
Of the nine people whose length of stay in Australia was one to five years, 
three respondents stated a 'social element' such as family relationships have effects on 
their health conditions. This might be indicative of the proposition that the less time 
people have stayed in Australia, the more they mentioned family ties and kinship as a 
social element of health.  
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The ship of the person was sunk 
When the participants were asked to say which words or expressions they 
could use as synonyms for 'feeling so down in the dumps that nothing cheers you up' 
in their own culture, of the nine people who have stayed in Australia for one to five 
years, four persons suggested 'the ship of the person was sunk'. 
Interview 
The participants were asked 'how would people from your culture respond to a 
self-administered questionnaire by mail compared to a questionnaire by telephone or 
with an interviewer?'. Three respondents whose length of stay in Australia was 
between six to ten years, thought that an interview is not a suitable tool. 
There was some indication that the length of stay in the host society might be 
associated with particular themes such as ‘familiar relationships’ mentioned by the 
participants. 
Difference in themes mentioned according to age 
In order to collect the data about the age of the participants, four ranges of age 
were identified. The following table details the numbers in each age category. 
Table 6.6: The number of participants in different age groups 
 
Age group 25-30 (years) 31-40 (years) 41-50 (years) 51-60 (years) 
Numbers of participants 
(N=21) 
4 5 9 3 
 
As this table shows, of the 21 people interviewed, the highest number were 
aged between 41 and 50 followed by people aged between 31 and 40 and those aged 
25 to 30 respectively. Of the sixty-six coding tables related to age created by 
NUD.IST, nine tables suggested a difference between the themes extracted according 
to the age of the participants. 
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Spiritual growth 
Of the three people aged 51 to 60 who took part in this research, two 
suggested the theme spiritual growth in describing health and its dimensions. One 
person who was between 31 to 40 years of age had a similar view of health. 
The interviewees were asked "How do you know when you are in good 
health?". Of the 5 people who mentioned spiritual growth, three were those who were 
between 31 to 40 years of age; two were aged between 51 to 60. 
Physical aspect of health  
Of the 21 participants, five people thought the physical aspect of health would 
help them recognise their status of good health. All the five people were those who 
were between 41 to 50 years of age.  
Social aspect of health 
Of the 21 people interviewed, only three mentioned the social element of 
health while talking about their status of health in general. These three participants 
were aged between 41 to 50. 
Overreacting 
Participants were asked "What does nervous mean to you?". Of the 21 
interviewees, 10 people suggested that a nervous person is some one who reacts 
inappropriately and may seem to be irritable. Of these 10 people, six were aged 
between 41 to 50, two were aged between 51 to 60, one between 25 to 30, and one 
was aged between 31 to 40. 
Functional ability 
Functional ability was one of the themes with the highest percentage when 
people described a happy person. Of the 21 people interviewed, four persons aged 
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between 41 to 50 mentioned functional ability. One respondent who was between 25 
to 30 years of age, also suggested that functional ability is an indication of a happy 
person.  
Outgoing 
Another feature of a happy person was considered to be 'outgoing'. Of the 
seven people who talked about being outgoing, six were people of age between 41 to 
50 and one person was between 31 to 40 years of age. 
Healthier 
The theme 'healthier' emerged as one of the characteristics of a happy person. 
Of the 21 interviewees, the four people who thought a happy person is some one who 
seems to be healthier than a sick person were aged between 41 to 50. 
Inter-related 
Eight people suggested that physical and emotional (mental) tiredness are 
inter-related. Of the eight respondents, five were aged between 41 to 50, one was 
between 25 to 30, one was between 31-40 and one person was aged between 51-60. 
Although the study participants in the older age groups tended to talk about 
certain themes such as ‘spiritual growth’ more frequently, the fact that all participants 
in the age group 41 to 50 had a university degree made it impossible to distinguish the 
effects of age from those of educational level.  
Summary: quantitative analysis of the themes extracted 
This chapter has provided quantitative information relating to the themes that 
emerged from the transcripts and their relationships to respondents' demographic 
variables. Due to the qualitative nature of this study, the numerical description of the 
findings should be taken with caution as the intention is not to interpret the data 
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statistically but only to explore avenues where further research studies are required. 
This type of description would shed some light on further investigation into the 
associations between variables such as gender, or age and the themes of the 
interviews.  
It also appears that there was some degree of difference according to gender in 
relation to the themes extracted. Women tended to talk about certain themes such as 
the integrated aspect of health more than men did. 
Only those who had a tertiary degree mentioned certain themes such as 'hidden 
pain'. As mentioned, it is impossible to distinguish the effects of educational level 
from those of gender, or age. 
There was some evidence indicating that those who have stayed in Australia 
less time seemed to mention certain themes such as family ties and kinship and their 
effects on people's health status more than those who have lived in Australia longer. 
There was some indication that participants in the older age groups mentioned 
certain aspects of health (for instance, spiritual growth) more readily. It was found 
that every one in the age group 41 to 50 had tertiary education. This means that it is 
impossible to distinguish the effects of age from those of educational level. 
In brief, this chapter should be seen as a template for further exploration of 
possible associations between the variables such as age or gender and different 
aspects of health within an Iranian population sample. It was not intended to interpret 
and analyse the data statistically because the qualitative nature of the research did not 
require such analysis. 
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The final chapter summarises the central issues of this research and describes 
major findings which arose. It will also identify the potential implications of the 
findings for health professionals and health researchers. The challenges and issues of 
the SF-36 or any general health questionnaires administered to an Iranian population 
will be addressed in the following chapter. 
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CHAPTER SEVEN 
CONCLUSION 
INTRODUCTION 
This chapter reviews the findings of the study, and discusses the theoretical 
and practical implications of these findings. The chapter explores the potential for 
further research into health and its aspects amongst Iranians and other ethnic groups in 
Australia. The SF-36 and its applications with Iranians are discussed and 
recommendations are provided. 
The contribution of this research 
The current study has contributed to the field of studies on health in one 
culture. The studies of the concept of health have a long history in the literature on 
health (Pierret, 1993; D'Houtaud and Field, 1984, & Boorse, 1977). A qualitative 
approach to health was conceptualised based on the works of Kleinman (1978), Good 
(1977a & 1977b), and those who put an emphasis on lay people's viewpoints of health 
in their investigations. Reviewing the literature on health, Iranians' accounts of health, 
the SF-36 and its applications across cultures, and the use of Kleinman's (1978) model 
in different settings has helped the researcher to explore the most feasible and suitable 
methodology in conducting the study. 
The concept of health and its aspects within Iranian culture and language were 
examined. This research is the first qualitative attempt which has explored health and 
its associated dimensions among Iranians. The reported studies of health and Iranians 
have mainly focused on illness. A thematic analysis technique was employed to 
develop a framework of health by analysing the texts extracted from the interviews. 
The framework includes the components holistic, spiritual, dualistic, social, 
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operational, oppositional, and comparative and relative. The framework of health and 
its elements have provided information to answer the first question of the research 
which asked, "What are the meanings of health in general for a sample of Brisbane 
Iranians?". The analysis of the texts also examined the second question of the project 
which was, "How would a sample of Brisbane Iranians understand the concepts of the 
SF-36?". The intention was to explore how the participants understood the constructs 
built into the SF-36. The thesis investigated whether the constructs of the SF-36 
would be appropriate and suitable to the sample of the Iranian population in Bisbane, 
Australia. 
The literature on health is scanty on small populations of immigrants in 
Australia. In the 1996 Census, the Iranian population was estimated at 1095 people in 
Queensland. This research makes a significant contribution to the studies of health 
among Iranians and ethnic communities in that it sheds light on Iranians' accounts of 
health which have not appeared in the literature of health over a long of period of 
time. The existing computer databases (e.g. MEDLINE, SOCIOFILE, PSYCHLIT, 
CINAHL, and MAIS) provide little information on the studies of health and 
perceptions of health with Iranian immigrant populations. 
A further contribution of the research concerns the SF-36 and its use in an 
Iranian population. The findings of the study provide evidence which should be taken 
into account when the SF-36 is translated from English into Persian and administered 
to a group of Iranians. 
In summary, the main contributions of the thesis are three- fold: 1) exploring 
the concept of health and its components within an Iranian population, 2) the use of 
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the NUD.IST program with the Persian language in a qualitative study, and 3) the 
application of the concepts of health identified in the SF-36 with a sample of Iranians. 
Discussion of the results of the research 
The term health is so versatile and broad that it seems there is no general 
agreement on its definition and meaning. The arguments upon which this research is 
built could be traced to the notion that health is a universal concept which can be 
defined in a way that reflects possible subtleties of human experience. Similarly, the 
idea that a few items of a health status questionnaire can embrace the components of 
health across cultures and settings would seem too comprehensive a task. The design 
of generic instruments of health containing individual functioning and feeling states 
might be related to various medical and anthropological studies on health and its 
embedded social and cultural dimensions. The generic health status questionnaires 
such as the SF-36 are said to be applicable across cultural and social settings.   
The above assumptions motivated the researcher to design a study to explore 
the concept of health and the components it embodies with an Iranian population in 
Australia. The Iranian population was selected because first, little information was 
available at the time in relation to their perception of health and second, the researcher 
himself was from a Persian background which made the process of data collection and 
analysis easier. The research was exploratory and qualitative and it was necessary for 
the researcher to understand and feel the cultural nuances and emotive aspects of the 
Persian texts. 
The elements of Kleinman's EMs provided part of the conceptual framework 
of the research. Kleinman's framework recognises cognitive aspects of health and 
semantic networks which constitute the symbolic pathways that link culture and 
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physiological functioning. In addition, Good who studied Iranians' perceptions of 
illness argued that it is necessary to understand the cultural meanings with which the 
heart is identified if one intends to understand what Iranian women experience when 
they complain about heart symptoms. 
Other studies on health from a qualitative perspective provided evidence 
which supports the notion that the concept of health needs to be conceptualised in a 
particular cultural context. The literature on health also suggests that the process of 
transporting one questionnaire from one culture to another is more than simply a 
technical processes. On the other hand, the literature on the SF-36 shows that the 
measurement has discriminated between different ailments and it has been used and 
validated in more than forty countries including Australia. 
First, the thesis located and reviewed the studies on health, its 
conceptualisation, and Iranians' discourses of health in the literature. Second, it looked 
at the SF-36 and cross-cultural studies of applications reported in the literature. In 
comparison with other studies in Western cultures, the findings of this thesis present 
similar definitions and components of health. Herzlich (1973) talks about three 
concepts of health: 1) health as the absence of illness, 2) health as an organic-
biological feature of the individual, and 3) equilibrium, as an immediate personal 
experience. Morse (1987) reports that the participants in her study recognised health 
in three ways: 1) holistic, 2) physical, and 3) mental. Pierret (1993) details four 
dimensions of health: 1) health-illness, where health is seen as not being sick, 2) 
health-tool, health is defined as 'what's most important', 3) health-product, health is 
dependent on a set of factors over which the person has a large degree of control, and 
4) health-situation, health is referred to as a health policy. 
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The findings of the research (Chapters 4 and 5) provide the evidence which is 
consistent in part with the findings reported by Herzlich (1973), Morse (1987), and 
Pierret (1993) in the literature on concepts of health. The concept of health as not 
being sick, and health as a physical concept are in parallel with some of the health 
components conceptualised in the study. Similarly, participants in this current study 
defined health in different ways including oppositional (equivalent to the concept of 
not being sick), and operational (health as physical/bodily functioning). 
There were, however, some differences. A further analysis of the texts shows 
that of the 21 participants, 16 perceived a holistic component of health, 14 a social, 14 
an operational, 12 an oppositional, 9 a dualistic, and 9 a comparative and relative 
component of health. Along with the analysis of transcripts on the concepts of health 
embedded in the SF-36 (see Chapter 5), it seems the holistic, spiritual, and social 
components of health were more explicit and predominant across the texts compared 
to those components of health mentioned in the studies on health in Western cultures 
(see Chapter 2). The emphasis of these health components within the transcripts in 
this study is more considerable than those in the literature on health in Western 
countries. 
The spiritual aspect of health is a particular personal interpretation of health 
viewed from an individual viewpoint. "ArAmesh" (a noun; the adjective is ArAm) is 
the Persian term that can be translated into English as "tranquillity" implying the 
feeling of freedom from disturbance. The elements of the social aspect of health such 
as family ties and kinship seem to be peculiar to the characteristics of the Persian life 
style. The Iranian participants in a study undertaken by Omeri (1997) also interpreted 
the term care as family and kinship ties (hambastegy). 
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The social component of health and its elements explored in the research may 
remind one of the concept of social capital that is discussed in Western countries. In 
Australia, authors such as Cox (1998) argue that measuring the social relationships, 
and trust embedded in the construct social capital requires some paradigm shifts 
where the focus is not only on the individuals. Baum (1999) also suggests that the 
concept of social capital be referred to as the factors of social and civic trust, thick and 
thin relationships, autonomous networks, and cooperation resulting from these factors. 
According to Porters (1998) despite the popularity of the concept of social capital, the 
ideas of participation in groups and its positive effects for the individual and the 
community are not new to sociologists. Whatever the definition and the scope of the 
term social capital in Western cultures, it is felt that what the sample of Iranians spoke 
about is much deeper. It seems the components of the term social capital are so 
intertwined with Iranians' lives that a conflict in relationships would cause prolonged 
emotional disturbances. Metaphorically, social capital is the construct which is 
grounded in Iranians' heart while Western literature on health and sociology tend to 
raise awareness of a loss (social capital). Tsui and Chan (1995) have pointed out the 
differences including collectivism and individualism between east and west in relation 
to the notion of welfare state. The concept of social capital and its embedded aspects 
in the Iranian culture could be well attributed to the notion of collectivism in most 
eastern cultures. 
The qualitative information collected is enriched because the researcher and 
the participants interviewed were all Persians and the actual process of coding was 
made on the original Persian texts. The interviews were conducted and transcribed in 
the Persian language; the original transcripts were then coded and organised. The 
themes were extracted using the original Persian texts. The Persian texts were then 
 208 
transferred into NUD.IST. Further analysis of the data was made with the Persian 
texts in NUD.IST. The use of NUD.IST with Persian language at this stage was 
important because it allowed the researcher to feel immersed in the cultural context of 
the texts and think 'Persian'. 
The process of analysis of the data with NUD.IST improved the authenticity of 
the data and themes because they were drawn from the Persian texts before translating 
into English. This was the reason why the course of translation of the texts from 
Persian into English was done after completion of the coding. Translating a word or a 
sentence from one language into another before an initial analysis of the data could 
result in loosing the linguistic and cultural subtleties hidden in the original texts. A 
group of participants was asked to comment on the data analysis. The group did not 
want to add anything to what was said before and this could indicate the validity of 
such analysis. 
The researcher has played a vital role as a medium and tool to translate the 
Persian texts into English. He was fully familiar with the cultural and linguistic 
idioms and symbols that the respondents used in their conversation and at the same 
time his role is pivotal in the transposition of the hidden concepts in the texts between 
two languages. As mentioned in the previous chapters, the Persian language 
acknowledges feelings in an aesthetic and spiritual way. The translation and 
interpretation of the words dard, gham-o-ghosseh, nArAhati, or salAmati could have 
misled an English speaker not familiar with Persian language if the researcher were 
not from the Iranian culture. The researcher's extensive knowledge and familiarity 
with Persian culture and language enabled him to transpose the feelings and emotive 
aspects inherent within the texts. 
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The results of this thesis support the idea that health and its dimensions are 
cultural constructs that should be investigated in a particular social context. The idea 
could apply to the debate on the distinction between emic and etic perspectives in the 
area of health. Tripp-Reimer (1984) notes while an emic analysis is culturally specific 
and it yields a description from the viewpoint of the participants, an etic analysis 
employs externally derived criteria and does not include people's viewpoints. In 
general, an etic thought or perspective is a researcher’s interpretation of behaviour or 
customs in language and a framework that would be understood by other social 
scientists and an emic perspective is expressed in the words of the research 
participants themselves. Authors such as Tripp-Reimer (1984) and Jones and Kay 
(1992) have illustrated that a reconciliation between the two emic and etic 
perspectives can be useful. The findings of the research will provide insight into a 
synthesis of the emic and etic perspectives of health. 
The delineation between the components of health is reported in the literature 
on health in Western cultures and those elements of health conceptualised in the study 
could be seen as a means to speculate on such a synthesis. Iranians' discourses of 
health are emic constructs of health that could be merged with the concepts of health 
in Western cultures as etic perspectives of health. The researcher suggests that more 
research into the feasibility and usefulness of this approach in future be undertaken. 
The findings of the study suggest that health and its elements should not be 
defined only based on ethnocentric viewpoint. Viewed from this point of view, other 
people's way of life is viewed through particular cultural glasses. The sample of 
Iranians who participated in this research considered health as a multi-dimensional 
concept that holds the holistic, spiritual, dualistic, social, operational, oppositional, 
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and comparative and relative components. The evidence provided challenges both the 
dominant cultural model of health and illness, that is 'biomedicine' (Julian, 1999) in 
Australian society and the use of generic health questionnaires such as the SF-36 
across cultures. Julian (1999) points out that the structure of health care in Australia's 
system is indicative of the dominance of health professionals' understandings of 
health and illness. 
The biomedical model does not include social and cultural factors on people's 
perceptions of health. The danger of this model of health lies in the fact that it fails to 
recognise the emic approaches to health held by people of different cultural 
backgrounds. Therefore, it fails to address services for a nation such as Australia 
which is characterised by its cultural diversity. The findings of the thesis argue that 
the concept of health is a versatile and multifaceted construct and it should take into 
consideration the cultural specific components of health. 
Kleinman (1977) has suggested that a combination of anthropological insights 
and medical knowledge results in a better understanding of the cultural elements 
determining illness conception in cross-cultural studies. The evidence provided in this 
current thesis supports Kleinman's suggestion. As can be seen, 'depression'-afsordegy, 
gham-o-ghosseh- has negative and positive connotations in the Iranian culture. It 
could be seen as a national value in Iran during Ashura when people are mourning for 
the martyrdom of Hossein, third Imam (leader) of the Shia, and grandson of the 
prophet Mohammad. In other words, afsordegy, gham-o-ghosseh does not always 
refer to the clinical diagnosis of depression since there might be Iranians who feel 
ghamgin, but not consider their feelings as emotional problems. If the questionnaire is 
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given at a particular time of the year, a systematic bias could result from certain 
members of the population. 
As we saw in Chapter 5 participants mentioned the social concept of pain 
which reflects a deep feeling of anguish that is caused by a problem within society. 
The social pain was understood as a culturally specific construct which could be 
peculiar to Persian culture. As the analysis of the texts shows, the SF-36 does not 
cover the social concept of pain as expressed by the participants. 
Chapter 4 also details the social components of health within Persian culture. 
These include social and familial relationships and interaction with the host society. In 
addition, if we look at the nature and causes of emotional problems in the Persian 
language and culture extracted from the texts, it becomes clear that the SF-36 does not 
recognise any of these factors and the way they might affect a person's health status. 
The thesis argues that because the SF-36 is not inclusive in this sense, it might not be 
able to capture the self-perceived health status of an Iranian population. In order to do 
this, the perceptions of health and illness among Iranians should be integrated to the 
concepts of health embedded in the SF-36. 
The SF-36 has not been tested and examined with an Iranian population. This 
research is the first qualitative attempt to establish a cross-cultural study of the SF-36 
with a sample of the Iranian population in Australia. It has been one of the concerns in 
the research whether a simple translation by making a few changes in the rewording 
of the items of a health-related questionnaire could capture the cultural connotations 
and meanings of concepts. As argued by Guillemin et al. (1993), a simple translation 
is not enough to transpose a quality of life instrument from its original cultural context 
due to language and cultural differences. 
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Despite such arguments, the biomedical approach to health has appeared to 
dominate in the area of health and the way illness can be detected. This approach 
views the dimensions of health as a clearly delineated phenomenon which can be 
applied to any setting. The approach has influenced the increasing usage of health 
status instruments, such as the SF-36, to assess people's health condition. 
The assumption is that concepts of health and its elements as defined in one 
culture (American culture) can be transported into another culture provided the 
original measurement is filtered through an accurate translation. The findings of this 
research study have provided evidence which can not fully support this assumption. 
The assumption underlying questionnaires such as the SF-36 might be linked 
to an ethnocentric approach to medicine and health. Talking about ethnocentrism, 
Geest (1995) has pointed out that the separation between social and biomedical 
scientists has occurred as the result of their ethnocentric descriptions of the world. It is 
likely that the intrusion of ethnocentric bias embedded in the constructs of the SF-36 
could result in not capturing the meanings of health and its associated dimensions in 
an Iranian population fully. 
The findings of the thesis suggest that initial research into Iranians' accounts of 
health and its dimensions is needed prior to administering health status instruments 
such as the SF-36 to an Iranian population. Iranians' health-related constructs and 
concepts could then be used to modify the existing instrument or design a new 
instrument detecting health status perceptions. 
This thesis also recommends that special consideration be given to the location 
where a health status questionnaire is administered in Iran because this country is not 
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a monocultural society. It could be the case that people in one part of Iran use certain 
idioms and symbols to express a particular activity. 
It is obvious that further research studies need to be conducted examining the 
application of the SF-36 with Iranians residing outside and inside Iran since the 
questionnaire has not been used with such populations yet. The factor of the length of 
stay in Australia may affect the way Iranian populations understand health and its 
meanings. Therefore, more research of this kind within Iran could eliminate the 
potential influence of the host society on Iranians' perceptions of health. 
Limited by funds and time, 21 interviewees, 10 females and 11 males were 
recruited for this research through a 'snowball' sampling method. The sample 
characteristics indicate that the majority (15 out of 21) of the participants had a 
tertiary degree. In addition, of the 21 participants interviewed, 9 have been in 
Australia for one to five years, and 11 for more than five years. Caution needs to be 
exercised as a result of the nature of the sample. In other words, the themes extracted 
throughout the 21 interviews are the conceptualisation of health and its related aspects 
expressed by people who are highly educated and those who have been exposed to the 
host society and culture only a few years.  
The reasons the participants are in Australia and their socio-economic status 
might have influenced the way health and its aspects were understood. It is likely that 
refugees have a different view of what matters in health than people who have come 
to Australia for study or business purposes. This argument also applies to participants 
who are in different socio-economic classes. The study participants were not asked 
about their visa status or income because this could have jeopardised the relationship 
between the researcher and participants. 
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On the other hand, it was fortunate to have a sample of educated people who 
were able to articulate their understandings of health and its related dimensions. In 
other words, participants' knowledge and intelligence allowed them to articulate their 
views of health in the context of Persian culture in a way which covers a broad range 
of opinions. 
Since the research was an exploratory study designed to elicit Iranians' 
accounts of health, and link the findings to the SF-36, a qualitative approach was 
considered the most appropriate. Although the nature of such a research did not 
require statistical analysis, the researcher now believes the qualitative data could have 
been presented and analysed by quantitative techniques if the sample size was large 
enough. For this purpose, the researcher suggests that investigations of this kind 
should select larger populations, which would enable a researcher to build and 
improve an argument based on a quantitative approach. The findings of this research 
(presented in Chapter 6) may lead the way. 
A preliminary quantitative analysis of the themes described in Chapter 6 have 
provided information indicating that certain themes may be more likely to be 
mentioned by certain people of different age groups or with different educational 
levels. Having a larger sample size would allow a researcher to investigate the 
possible associations between the factors of age, gender, or levels of education, socio-
economic status and the themes and aspects of health. 
Further research studies are required to distinguish the effects of educational 
level from those of age, gender, and the length of stay in Australia. To do this, a range 
of participants need to be interviewed who have different levels of education, are in 
different age groups, and have stayed in Australia for a varying number of years. 
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Designing this kind of study would eliminate the influence of the factors of age, 
educational levels, and the length of stay in Australia on the themes and constructs 
emerging from the interviews. This would provide a broader range of unbiased 
meanings of health and its related dimensions. 
Implications of the research findings: Practical and theoretical issues 
Australia is characterised by its ethnic, linguistic, and cultural diversity. 
People from different cultural backgrounds have already become part of Australia's 
health care consumer population. What happens during medical encounters between 
health professionals and patients determines the type of diagnosis, and course of 
treatment. The argument developed throughout this thesis and its supporting evidence 
show the risk of limiting the practice of health care to the biomedical model. As 
Pauwels (1995) states, the biomedical model which is the dominant model in Western 
medicine, basically recognises a set of predetermined physical procedures rather than 
communication between people involved in a medical encounter. Fortunately, the 
presence and practice an 'alternative medicine' in Australian society has contributed to 
people's understanding of different health beliefs. Easthope (1999, p: 267) argues that 
some alternative forms of medicine are now integrated into orthodox medicine in 
Australia and they are no longer seen as 'alternative' instead these forms of medicine 
are classified as 'complementary'. 
Health professionals, however, in a multicultural society should be aware of 
their patients' cultural values and beliefs, and they should know how to communicate 
appropriately with people from different cultural backgrounds. Cross-cultural 
perspectives embedded in health-related concepts should be acknowledged and 
considered by medical practitioners because an effective diagnosis and treatment of  
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an illness depends on a clear understanding of what is wrong with the client. 
Therefore, it is of utmost significance to appreciate how people define their 
framework of health and to acknowledge the realities through other people's eyes. 
Chapter 4 and 5 provide ample evidence relating to the sources of illness in an 
Iranian population which should be considered by health professionals when treating a 
Persian client. Hypothetically, it might happen that an emotional disturbance caused 
by inappropriate reception by the host community presents itself in the form of 
depression, loneliness, frustration, or even physical symptoms such as headache. It 
would be easy to misdiagnose a person with the above clinical features if such a 
disturbance is not examined from a cross-cultural perspective. Again, it should be 
mentioned here that no medical encounters between health professionals and people 
from diverse linguistic and cultural backgrounds would succeed unless an effective 
and appropriate level of communication occurs between the parties involved.  
Recognition of the concept of health and its definition could be one of the 
initial tasks related to facilitating and providing health services for the individual and 
community. It seems health service providers pay little attention to the question of 
how the consumers view health for themselves. As a result of this, a health service 
which is supposed to promote and maintain people's health status might fail to do so 
because the notion of health attached to the service may be determined only by health 
professionals or policy makers. Such an argument is nowhere more evident than in a 
society like Australia whose residents from non-European cultures constitute a 
significant section of Australia's health care consumers. The question which needs 
further investigation is whether or not the cross-cultural perspectives of health and 
related concepts have been translated into practice in Australian society and the health 
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care system. The thesis suggests that the structure, programs, and services of the 
health care system should reflect the diversity of health beliefs and values held in a 
multicultural society such as Australia. 
The argument above implies that the framework of health and the way its 
dimensions are conceptualised and measured should also be reflective of the diversity 
of the population in Australia's multicultural society. 
This thesis has explored the concepts of health contained in the SF-36, as one 
of the most commonly used instruments, by a sample of Iranian participants. The 
intention was to examine the appropriateness and applicability of the concepts to such 
a group. Chapter 5 provides information which clarifies the problematic concepts 
included in the SF-36 for an Iranian group. Table 5.2 in Chapter 5 illustrates the items 
and dimensions of the SF-36 where the participants conceptualised the concepts of 
health in a way which is not covered by the SF-36. The analysis of the texts relating to 
the SF-36 and its use in an Iranian population provides evidence which challenges the 
inclusiveness of the instrument across cultures. 
The researcher has made a number of significant recommendations in the use 
of the SF-36 with a group of Iranians. The recommendations were related to both the 
concepts of health contained in the SF-36 and their implications with, and the modes 
of administration of the instrument to an Iranian community. For instance, the 
analysis of the data shows that the SF-36 does not include the different types of pain 
as expressed by the participants. In fact, the SF-36 considers the term pain as physical 
pain only. The SF-36 needs to place its concepts of health in the culture of the 
population to which it is administered. In other words, the items and dimensions of 
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the SF-36 should be modified according to the concepts of health and the idioms used 
in a particular cultural context. 
Although the analysis of the texts was not initially concerned with the 
translation of the concepts of health used in the SF-36 from English into Persian 
language, in practice meanings of different Persian words were clarified. It was 
suggested that relevant and appropriate words be used during the process of 
translation of the items of the questionnaire from English into Persian. The thesis has 
made a valuable contribution to the course of translation of the SF-36 from English 
into Persian in the future. Such a contribution is attributed to the researcher being 
from a Persian cultural background and his knowledge in the area of health which 
makes the technical comments concerning the wording of the items and concepts of 
the SF-36 among an Iranian population useful. 
The thesis provides something of a warning to users of the SF-36 with people 
from non-European cultures. Chapter 5 gives evidence which suggests that the 
constructs and concepts contained in any health related instrument should be 
examined in terms of its applicability and validity using qualitative research methods 
with both health professionals and consumers. According to most of the reports in the 
literature (see Chapter 2), consulting experts seems to be the most widely practiced 
technique to examine health status questionnaires (such as the SF-36) to identify 
difficulties with translation, assess culturally sensitive issues, and modify questions 
included in the instruments. The analysis of the transcripts indicates that lay 
perceptions of health should not be dismissed as they are the potential consumers of 
health care systems in every society. 
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The argument is that the concept of health is inherent in the term 'health care 
system' implying a structure which deals with 'health'. The question which arises is 
'what is meant by the term health that health care systems are dealing with?'; who 
defines health and whose definition of health is manifested in the Australian context: 
health policy makers, or health professionals? The thesis challenges such practical 
issues which need further investigation and examination. There is potential for more 
research into the diversity of the concept of health in the Australian society and the 
inclusiveness of the notion of health embedded in Australia's health policies. 
The thesis also provides data which could be used in a preliminary way to 
build a comprehensive theory of health for Iranian populations. The words 
'component of health ', 'framework of health' were used throughout the research study 
to prevent readers from assuming that the analysis of the texts was equivalent to 
constructing a theory of health. The researcher was aware that the opinions of the 
participants might not be comprehensively representative of Iranians worldwide. On 
the other hand, the thesis has led the way for further research and analysis into the 
construction of a theory of health in the Persian culture. 
The research has also supported the effectiveness of the focus group technique 
with Iranians to locate potential interviewees at the initial stage of data collection. It 
should be mentioned, however, that the focus group method is a useful tool with 
Iranians provided the interviewer builds up a good relationship with participants and 
s/he knows how to manage and control the mechanisms and social roles which exist in 
relationships among Iranians and the Persian culture (see Chapter 5). 
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The analysis of the interviews sets out an agenda for further research into the 
perceptions of health with Iranians. The associations between the factors of age, 
gender, the length of stay in Australia, level of education, and people's perceptions of 
health are the areas which warrant further studies. The thesis neither explored nor 
tested relationships among such factors because of the small sample. The researcher, 
however, suggests that the factors can be examined with larger sample sizes. 
Further research could also be designed to demonstrate and investigate the 
relationships between the components of health and people's evaluation of their own 
status of health. For instance, 'Do those people who perceive health holistically feel 
healthier than those who define health in an operational way?'. To test such an 
hypothesis, a large group of Iranians should be interviewed which would allow the 
researcher to use both qualitative and quantitative methods. 
There is also potential to examine further questions relating to health care 
seeking behaviour and the components of health in Persian culture in future research. 
It would be a useful research project to explore Iranians' patterns of health care 
seeking behaviour and their associations with the way people define health and its 
aspects. 
In addition, the thesis has developed the initial stages of theorising a model of 
health in Persian culture and showed the way to design further qualitative and 
quantitative research studies into the concepts of health with Iranians. Since such a 
project of this kind in Australia will deal with both Persian and non-Persian cultures, I 
would suggest that a group of researchers from different cultural backgrounds conduct 
the research. In the light of this, studying a cross-cultural perspective of health and the 
dimensions it embraces needs a team reflective of the notion of multiculturalism. 
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The thesis clarifies an emic analysis of a sample of Iranians' perceptions of 
health and the concepts of health identified in the SF-36. The analysis implies that 
there is a possibility of unifying the divergences and convergences of the concepts of 
health and this is what should be happening in the area of health in a multicultural 
context. 
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APPENDIX A 
The interview schedule used in focus groups 
 
1- What do you understand by the term 'health' or 'well-being'? 
 
 
2- What does make up 'health'? What are the components or dimensions of health 
from Iranians perspective? 
 
 
3- How do the items of SF-36 make sense to you? (Here the SF-36 and its items will 
be presented to the participants in focus groups) 
 
 
4- How would you like the questions in one to one interviews to be asked? (Here the 
Interview Schedule are presented to the participants) 
 
5- Could you please nominate someone with your community who might be interested 
in participating in a face to face interview?
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APPENDIX B (I) 
Consent and information form (English) 
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APPENDIX B (II) 
Consent and information form (Persian) 
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APPENDIX C 
The Interview Schedule 
Personal details 
 
1. Sex   Male () Female ()  
 
2. Where were you born? 
 
3. How long have you been in Australia? 
 
4. How old are you? 
 
5. What is your occupation? 
 
6. (a) What main language do you speak at home? 
    (b) What other languages do you speak? 
 
7. How fluently can you speak English? 
Very well  () 
Fairly well  () 
Little   () 
Not at all  () 
 
8. How well do you read English? 
Very well  () 
Fairly well  () 
Little   () 
Not at all  () 
 
9. How well do you write English? 
Very well  () 
Fairly well  () 
Little   () 
Not at all  () 
 
10. How well do you understand English?  
Very well  () 
Fairly well  () 
Little   () 
Not at all  () 
 
11. Which of the following best describes the highest qualification you have obtained: 
No schooling 
Completed primary school 
Completed junior school 
Completed senior school  
Trade, technical certificate or diploma 
University or college degree 
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Questions about health concepts 
1-What does health mean to you in general? 
 
2-What is good health? 
 
3-How would you recognise someone in good health? 
 
4-How do you know when you are in good health? 
 
5-What would you say about your health in general? 
 
6-What would you say about your physical health? 
 
7-In response to the question " how would you see your health in general" what 
aspects count most to you?  
-Prompt: Are there other aspects which contribute to health in general? 
-Prompt: What about spiritual aspects of life? 
-Prompt: What about emotional aspects of life? 
 
8-How would you recognise a person who is 'full of energy'? Do you see this attribute 
as negative or positive? 
 
9-How would you recognise a person who has no energy? 
 
10-What does nervous mean to you? Do you see this attribute as negative or positive? 
 
11-What is the opposite state? 
 
12-What do you think of as emotional problems? 
 
13-What about pain? Could you recognise a person in pain? 
 
14-Is there such a thing as emotional pain?  
 
15-How is pain likely to affect a person's daily activities? 
 
16-What would you say about your own experience of pain and what caused it? 
 
17-How would you distinguish a person having a lot of energy from a nervous 
person? 
 
18-Have you seen anybody who was full of life? What are the characteristics of such a 
person? 
 
19-How do you see yourself when feeling so down in the dumps that nothing can 
cheer you up? 
 
20-Which words/expressions can you use as synonyms for 'feeling so down in the 
dumps that nothing cheers you up' in your own culture? 
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21-How would this feeling affect a person's daily activities? 
 
22-What are the characteristics of a person who is calm and peaceful? Do you see 
these attributes as positive or negative? 
 
23-What about a person who is worn out? How would you recognise such a person? 
 
24-How would you recognise a happy person? What about the opposite state? 
 
25-How would you describe yourself if you are feeling tired? 
 
26-How would people from your culture respond to a self-administered questionnaire 
by mail compared to a questionnaire by telephone or with an interviewer? 
 
27-How would people from your culture respond to questions about their: 
- Daily activities 
- Physical health 
- Anxiety, depression 
- Personal feelings 
- Personal relationships 
- Relations with relatives 
- Entertaining activities 
 
28-Do both men and women from your culture do vigorous activities such as sports, 
running, and lifting heavy objects? What about walking half a kilometre, 100 metres, 
or even more than one kilometre? Are they engaged in those activities at all?
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APPENDIX D (I) 
A cross-tabulation created by NUD.IST 
 
Matrix Node: (I 26) //Index Searches/Index Search213 
Operator:    INTERSECT 
Definition:  Search for (MATRIX INTERSECT (1 1) (1 2)). No restriction 
Rows:        (1 1) /BaseData/gender 
Columns:     (1 2) /BaseData/educational level 
Data:        Number of documents coded 
 
 
 
 
 
 
+------------+------------+------------+------------+------------+------------+------------+------------+ 
|   gender   |no schooling|completed p|completed j|completed s|trade |university |     other     | 
+------------+------------+------------+------------+------------+------------+------------+------------+ 
|    male    |       0           |          0     |           0     |          0     |           2     |          9     |          0     | 
+------------+------------+------------+------------+------------+------------+------------+------------+ 
|   female   |      0          |           0     |           0     |          2     |           2     |          6     |          0      | 
+------------+------------+------------+------------+------------+------------+------------+------------+ 
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APPENDIX D (II) 
A cross-tabulation created by NUD.IST 
 
Matrix Node: (10 1 1) /Q1results/genderq1/Index Search 
Operator:    INTERSECT 
Definition:  Search for (MATRIX INTERSECT (2 1) (1 1)). No restriction 
Rows:        (2 1) /ISQuestions/Q1 
Columns:     (1 1) /BaseData/gender 
Data:        Number of documents coded 
 
 
 
 
 
|     Q1     |    male      |   female  | 
+------------+------------+--------- 
|  potential |      0        |        0     | 
+------------+------------+--------+ 
|absence of ~|      2     |      4      | 
+------------+------------+-------- 
|comparative |      5    |      4     | 
+------------+------------+------- 
|   harmony  |      5      |      3     | 
+------------+------------+------- 
| subjective |      1       |      0     | 
+------------+------------+------- 
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APPENDIX E 
Indexing system applied by NUD.IST 
 
Q.S.R. NUD.IST Power version, revision 4.0. 
Licensee: Social Work. 
 
PROJECT: SF36, User Sirous Momenzadeh, 10:02 pm, 8 Jul, 1999. 
 
*** Definition:  
*** Created:       8:05 pm, 18 Mar, 1998. 
*** Last modified: 9:50 pm, 18 Mar, 1998. 
*** The siblings of this node are: 
(2 1 2)                 /ISQuestions/Q1/absence of disorders 
(2 1 3)                 /ISQuestions/Q1/comparative &relative 
(2 1 4)                 /ISQuestions/Q1/harmony 
(2 1 5)                 /ISQuestions/Q1/subjective 
 
*** Definition:  
The person thinks absence of disturbances/disorders/problems/pain 
means health 
*** Created:       1:56 am, 16 Jan, 1998. 
*** Last modified: 10:49 am, 25 Apr, 1999. 
*********************************************************************
2 1 2 1)               /ISQuestions/Q1/absence of 
disorders/functional ability 
*** Definition:  
health means physical functioning and fitness 
*** Created:       8:33 pm, 22 Jan, 1998. 
*** Last modified: 10:31 am, 25 Apr, 1999. 
*** This node has no siblings. 
 
*********************************************************************
(2 1 3)                 /ISQuestions/Q1/comparative &relative 
*** Definition:  
the definition of health is comparative and relative. 
*** Created:       9:10 pm, 18 Mar, 1998. 
*** Last modified: 11:11 am, 25 Apr, 1999. 
*** This node has no children. 
 
*********************************************************************
(2 1 4)                 /ISQuestions/Q1/harmony 
*** Definition:  
all parts working together properly in harmony, resulting in balance, 
equilibrium, parts interact with each other, 
*** Created:       9:51 pm, 18 Mar, 1998. 
*** Last modified: 11:04 am, 25 Apr, 1999. 
*** This node has no children. 
 
*********************************************************************
(2 1 5)                 /ISQuestions/Q1/subjective 
*** Definition:  
The meaning of health can be a personal and individual construct.  
*** Created:       9:55 pm, 26 Jan, 1998. 
*** Last modified: 8:59 am, 17 Jun, 1998. 
*** The children of this node are: 
(2 1 5 2)               /ISQuestions/Q1/subjective/spiritual 
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********************************************************************* 
2 1 5 2)               /ISQuestions/Q1/subjective/spiritual 
*** Definition:  
The person talks about health from the spiritual point of view 
*** Created:       0:11 am, 27 Jan, 1998. 
*** Last modified: 11:02 am, 25 Apr, 1999. 
*** This node has no siblings. 
********************************************************************* 
(2 2)                   /ISQuestions/Q2 
*** Definition:  
What is good health? 
*** Created:       11:01 pm, 13 Nov, 1997. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** This node has no children. 
********************************************************************* 
(2 3)                   /ISQuestions/Q3 
*** Definition:  
How would you recognise someone in good health? 
*** Created:       11:01 pm, 13 Nov, 1997. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The children of this node are: 
(2 3 1)                 /ISQuestions/Q3/physical aspects 
(2 3 2)                 /ISQuestions/Q3/social element 
(2 3 3)                 /ISQuestions/Q3/positive attitude 
(2 3 4)                 /ISQuestions/Q3/appearance 
(2 3 5)                 /ISQuestions/Q3/absence of disorder 
(2 3 6)                 /ISQuestions/Q3/spiritual 
*********************************************************************
(2 3 1)                 /ISQuestions/Q3/physical aspects 
*** Definition:  
Physical /physiological aspects are recognised as one of the good 
health signs 
*** Created:       2:05 am, 16 Jan, 1998. 
*** Last modified: 10:44 am, 25 Apr, 1999. 
*** The children of this node are: 
(2 3 1 1)               /ISQuestions/Q3/physical aspects/functioning 
********************************************************************* 
(2 3 1 1)               /ISQuestions/Q3/physical aspects/functioning 
*** Definition:  
When a person does function properly although s/he does have physical 
disabilities,  
*** Created:       7:48 am, 28 Jan, 1998. 
*** Last modified: 10:32 am, 25 Apr, 1999. 
*** This node has no siblings. 
*** This node has no children. 
********************************************************************* 
(2 3 2)                 /ISQuestions/Q3/social element 
*** Definition:  
To be active socially is seen as one of the signs of good health, 
good relationships with others, being honest to each other, 
*** Created:       2:07 am, 16 Jan, 1998. 
*** Last modified: 10:33 am, 25 Apr, 1999. 
*** This node has no children. 
********************************************************************* 
(2 3 3)                 /ISQuestions/Q3/positive attitude 
*** Definition:  
The person talks about having plans for future in life, better life, 
and progress as signs to recognise someone is in good health, being 
positive, 
*** Created:       2:08 am, 16 Jan, 1998. 
*** Last modified: 11:56 pm, 22 Dec, 1998. 
*** This node has no children. 
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********************************************************************* 
(2 3 4)                 /ISQuestions/Q3/appearance 
*** Definition:  
The appearance is seen as one sign of good health, face, smile, 
waking, good looking 
*** Created:       2:13 am, 16 Jan, 1998. 
*** Last modified: 4:17 am, 30 Apr, 1998. 
*** The children of this node are: 
(2 3 4 1)               /ISQuestions/Q3/appearance/misleading 
********************************************************************* 
(2 3 4 1)               /ISQuestions/Q3/appearance/misleading 
*** Definition:  
Sometimes our behaviour is so deep someone else can not judge that 
*** Created:       8:05 pm, 29 Jan, 1998. 
*** Last modified: 8:09 pm, 29 Jan, 1998. 
********************************************************************* 
(2 3 5)                 /ISQuestions/Q3/absence of disorder 
*** Definition:  
Good health is related to lack of sickness, physical /mental. 
*** Created:       2:15 am, 16 Jan, 1998. 
*** Last modified: 10:49 am, 25 Apr, 1999. 
*** This node has no children. 
 
********************************************************************* 
(2 3 6)                 /ISQuestions/Q3/spiritual 
*** Definition:  
Spiritual aspects are considered as signs of good health 
*** Created:       8:42 pm, 23 Jan, 1998. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The children of this node are: 
(2 3 6 1)               /ISQuestions/Q3/spiritual/equilibrium 
 
********************************************************************* 
(2 3 6 1)               /ISQuestions/Q3/spiritual/equilibrium 
*** Definition:  
Copy of node (2 2 3 1) . 
*** Created:       7:53 pm, 29 Jan, 1998. 
*** Last modified: 8:32 pm, 29 Jan, 1998. 
*** This node has no siblings. 
*** This node has no children. 
 
********************************************************************* 
(2 4)                   /ISQuestions/Q4 
*** Definition:  
How do you know when you are in good health? 
*** Created:       11:01 pm, 13 Nov, 1997. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The children of this node are: 
(2 4 1)                 /ISQuestions/Q4/absence of disorder 
(2 4 2)                 /ISQuestions/Q4/functioning 
(2 4 3)                 /ISQuestions/Q4/tranquillity 
(2 4 4)                 /ISQuestions/Q4/integrated 
 
********************************************************************* 
(2 4 1)                 /ISQuestions/Q4/absence of disorder 
*** Definition:  
Lack of severe sickness is considered as a major sign of good health 
*** Created:       2:22 am, 16 Jan, 1998. 
*** Last modified: 9:35 am, 15 Jan, 1999. 
*** The children of this node are: 
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(2 4 1 1)               /ISQuestions/Q4/absence of disorder/absence 
of sickness 
(2 4 1 2)               /ISQuestions/Q4/absence of disorder/mental 
sickness 
(2 4 1 3)               /ISQuestions/Q4/absence of 
disorder/physical&mental 
(2 4 1 4)               /ISQuestions/Q4/absence of disorder/health 
professionals 
 
********************************************************************* 
(2 4 1 1)               /ISQuestions/Q4/absence of disorder/absence 
of sickness 
*** Definition:  
Not being sick physically and severely is a sign of good health 
*** Created:       2:24 am, 16 Jan, 1998. 
*** Last modified: 10:50 am, 25 Apr, 1999. 
*** This node has no children. 
 
********************************************************************* 
(2 4 1 2)               /ISQuestions/Q4/absence of disorder/mental 
sickness 
*** Definition:  
Not being ill mentally is seen as a major sign of good health 
*** Created:       2:25 am, 16 Jan, 1998. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The children of this node are: 
(2 4 1 2 1)             /ISQuestions/Q4/absence of disorder/mental 
sickness/self-control 
 
********************************************************************* 
(2 4 1 2 1)             /ISQuestions/Q4/absence of disorder/mental 
sickness/self-control 
*** Definition:  
When a person is coping well and maintains self-control, awareness of 
bodily needs, 
*** Created:       3:33 am, 29 Jan, 1998. 
*** Last modified: 4:52 am, 23 Apr, 1998. 
*** This node has no siblings. 
********************************************************************* 
(2 4 1 3)               /ISQuestions/Q4/absence of 
disorder/physical&mental 
*** Definition:  
The person is not sick physically and mentally 
*** Created:       9:35 pm, 25 Jan, 1998. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** This node has no children. 
********************************************************************* 
(2 4 1 4)               /ISQuestions/Q4/absence of disorder/health 
professionals 
*** Definition:  
Seeing and visiting health professionals help people know whether 
they are in good health or not. 
*** Created:       0:13 am, 29 Jan, 1998. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** This node has no children. 
 
********************************************************************* 
(2 4 2)                 /ISQuestions/Q4/functioning 
*** Definition:  
The person functions effectively 
*** Created:       8:47 pm, 22 Jan, 1998. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
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*** The children of this node are: 
(2 4 2 1)               /ISQuestions/Q4/functioning/functional 
ability 
(2 4 2 2)               /ISQuestions/Q4/functioning/mental 
(2 4 2 3)               /ISQuestions/Q4/functioning/social element 
 
********************************************************************* 
(2 4 2 1)               /ISQuestions/Q4/functioning/functional 
ability 
*** Definition:  
Physical functioning works fine, bodily systems work at their optimum  
*** Created:       8:48 pm, 22 Jan, 1998. 
*** Last modified: 12:32 pm, 25 Apr, 1999. 
*** This node has no children. 
 
********************************************************************* 
(2 4 2 2)               /ISQuestions/Q4/functioning/mental 
*** Definition:  
Mental functioning works efficiently, positively 
*** Created:       8:49 pm, 22 Jan, 1998. 
*** Last modified: 9:32 pm, 31 May, 1998. 
*** This node has no children. 
 
********************************************************************* 
(2 4 2 3)               /ISQuestions/Q4/functioning/social element 
*** Definition:  
Having social interactions, being helpful and useful for others 
*** Created:       1:23 am, 23 Jan, 1998. 
*** Last modified: 10:55 am, 3 Jun, 1999. 
*** This node has no children. 
 
********************************************************************* 
(2 4 3)                 /ISQuestions/Q4/tranquillity 
*** Definition:  
Being content, satisfied with self, positive, relax 
*** Created:       8:45 pm, 23 Jan, 1998. 
*** Last modified: 11:02 am, 25 Apr, 1999. 
*** The node has no children. 
********************************************************************* 
(2 4 4)                 /ISQuestions/Q4/integrated 
*** Definition:  
People talk about health both emotionally & physically 
*** Created:       12:33 pm, 25 Apr, 1999. 
*** Last modified: 12:34 pm, 25 Apr, 1999. 
*** This node has no children. 
********************************************************************* 
(2 5)                   /ISQuestions/Q5 
*** Definition:  
What would you say about your health in general? 
*** Created:       11:01 pm, 13 Nov, 1997. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The children of this node are: 
(2 5 1)                 /ISQuestions/Q5/integrated 
(2 5 2)                 /ISQuestions/Q5/comparison 
(2 5 3)                 /ISQuestions/Q5/health is a changing concept 
********************************************************************* 
(2 5 1)                 /ISQuestions/Q5/Integrated 
*** Definition:  
The person talks about health from an integrated point of view. 
*** Created:       8:52 pm, 22 Jan, 1998. 
*** Last modified: 11:04 am, 25 Apr, 1999. 
*** The siblings of this node are: 
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(2 5 2)                 /ISQuestions/Q5/comparison 
(2 5 3)                 /ISQuestions/Q5/health is a changing concept 
*** The children of this node are: 
(2 5 1 1)               /ISQuestions/Q5/Integrated/physical 
(2 5 1 2)               /ISQuestions/Q5/Integrated/social 
********************************************************************* 
(2 5 1 1)               /ISQuestions/Q5/Integrated/physical 
*** Definition:  
Physical aspects have been referred to. 
*** Created:       8:55 pm, 22 Jan, 1998. 
*** Last modified: 10:46 am, 25 Apr, 1999. 
*** This node has no children. 
 
********************************************************************* 
(2 5 1 2)               /ISQuestions/Q5/Integrated/social 
*** Definition:  
Social factors, family relationships have effects on health 
conditions 
*** Created:       1:15 am, 27 Jan, 1998. 
*** Last modified: 12:37 pm, 25 Apr, 1999. 
*** The siblings of this node are: 
(2 5 1 1)               /ISQuestions/Q5/Integrated/physical 
*** This node has no children. 
 
********************************************************************* 
(2 5 2)                 /ISQuestions/Q5/comparison 
*** Definition:  
The respondent compares himself/herself with other people of the same 
age 
*** Created:       1:26 am, 23 Jan, 1998. 
*** Last modified: 5:02 am, 23 Apr, 1998. 
*** This node has no children. 
 
********************************************************************* 
(2 5 3)                 /ISQuestions/Q5/health is a changing concept 
*** Definition:  
Health is a changing concept and can not be reflected at a certain 
time 
*** Created:       8:18 pm, 29 Jan, 1998. 
*** Last modified: 0:21 am, 23 Dec, 1998. 
*** The siblings of this node are: 
(2 5 1)                 /ISQuestions/Q5/Integrated 
(2 5 2)                 /ISQuestions/Q5/comparison 
*** This node has no children. 
 
********************************************************************* 
(2 6)                   /ISQuestions/Q6 
*** Definition:  
What would you say about your physical health? 
*** Created:       11:01 pm, 13 Nov, 1997. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The children of this node are: 
(2 6 1)                 /ISQuestions/Q6/functional ability 
(2 6 2)                 /ISQuestions/Q6/absence of disorder 
(2 6 3)                 /ISQuestions/Q6/age 
********************************************************************* 
(2 6 1)                 /ISQuestions/Q6/functional ability 
*** Definition:  
The person talks about having energy to do physical activities, 
refers to physical aspect of health. 
*** Created:       2:56 am, 16 Jan, 1998. 
*** Last modified: 10:33 am, 25 Apr, 1999. 
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*** This node has no children. 
********************************************************************* 
(2 6 2)                 /ISQuestions/Q6/absence of disorder 
*** Definition:  
When you see HCP less and visit them less, physical sickness, the 
person talks about his/her bodily conditions, physical disabilities.  
*** Created:       2:59 am, 16 Jan, 1998. 
*** Last modified: 10:50 am, 25 Apr, 1999. 
*** This node has no children. 
 
********************************************************************* 
(2 6 3)                 /ISQuestions/Q6/age 
*** Definition:  
The factor of age has affects on the health status of people 
*** Created:       0:18 am, 29 Jan, 1998. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** This node has no children. 
 
********************************************************************* 
(2 7)                   /ISQuestions/Q7 
*** Definition:  
In response to the question"how would you see your health in general 
" what aspects count most to you? 
*** Created:       11:01 pm, 13 Nov, 1997. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The children of this node are: 
(2 7 1)                 /ISQuestions/Q7/mental 
(2 7 2)                 /ISQuestions/Q7/spiritual 
(2 7 3)                 /ISQuestions/Q7/social element 
(2 7 4)                 /ISQuestions/Q7/physical 
(2 7 5)                 /ISQuestions/Q7/integrated 
*********************************************************************
(2 7 1)                 /ISQuestions/Q7/mental 
*** Definition:  
Mental/psychological aspects are also important to the respondent 
*** Created:       10:06 pm, 25 Jan, 1998. 
*** Last modified: 3:15 am, 29 Jan, 1998. 
*** The node has no children. 
********************************************************************* 
(2 7 2)                 /ISQuestions/Q7/spiritual 
*** Definition:  
Spiritual aspect is one of the aspects which count most to the 
person, relating to the nature, 
*** Created:       0:16 am, 14 Nov, 1997. 
*** Last modified: 11:03 am, 25 Apr, 1999. 
*** This node has no children. 
********************************************************************* 
(2 7 3)                 /ISQuestions/Q7/social element 
*** Definition:  
The person talks about social interactions and social problems as one 
important aspect when answering the question about health in general 
*** Created:       0:17 am, 14 Nov, 1997. 
*** Last modified: 10:35 am, 25 Apr, 1999. 
*** This node has no children. 
********************************************************************* 
(2 7 4)                 /ISQuestions/Q7/physical 
*** Definition:  
Physical aspect counts most to the person, physical awareness of the 
body and its functioning 
*** Created:       3:03 am, 16 Jan, 1998. 
*** Last modified: 10:47 am, 25 Apr, 1999. 
*** This node has no children. 
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********************************************************************* 
(2 7 5)                 /ISQuestions/Q7/integrated 
*** Definition:  
The person looks at health in general way as it has parts and 
dimensions within itself 
*** Created:       10:02 pm, 25 Jan, 1998. 
*** Last modified: 11:05 am, 25 Apr, 1999. 
*** This node has no children. 
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APPENDIX F (I) 
Indexing system applied by NUD.IST with Persian text 
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APPENDIX F (II) 
A picture of a Persian text browsed with NUD.IST 
 
 
 





















